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88534 DOCTORS DISAPPROVE 

In the February 21 issue of the British 
ledical Journal under the above title we 
id a long discussion of a shocking situa- 
‘ion. A few lines lifted from this editorial 
ill give our readers an idea of what some 
‘our own government officials and bureau- 
ats wish to do to medicine in the U. S. 
“By a 9 to 1 majority in an 84 percent 
ll] the medical profession has shown Mr. 
evan how completely he has misjudged the 
ioughts and feelings of the medical men 
nd women of this country, and how ill- 
med, inept, and untrue were his vicious 
»marks about raucous-voiced and politically 
oisoned people. His attempt to find a nar- 
ow target for his vituperation has failed 
ympletely. By their votes British doctors 
ave shown what they think of his recent 
bservations and the National Health Serv- 
ce Act in its present form. The medical pro- 
ession and some of its leading personalities 
ave during the last few weeks been sub- 
ected by certain newspapers to misrepre- 
entation and personal abuse: 90 percent of 
| those voting have made the only fitting 
esponse to this. This is a truly remarkable 
esult, and a confirmation, incidentally, that 
n these columns we have voiced what are 
he ideas and feelings of the great majority 
‘ff doctors in this country. The policy and 
actions of the British Medical Association 
in relation to the present controversy have 
now been fully vindicated. 

“.. But out of the 2,392 men and women 
working whole-time in the Public Health 
ervice, 1,928 disapprove of the Act in its 
present form, and only 316 approve of it. 
Of the 762 medical men and women working 
hole-time in Government service, 634 dis- 
pprove of the Act, and only 127 express 
heir approval. This result deserves to be 
talicized. Of the 548 whole-time research 
vorkers, 220 disapprove, and 104 approve. 
‘hese are, indeed, instructive figures. One 
nay assume that those in whole-time em- 
loyment are not particularly interested in 
he question of buying and selling practices, 
vr in the basic salary or in the tapering 
‘apitation fee, or possibly, even in negative 


direction. Some of them, no doubt, in their 
disapproval are expressing their sense of 
solidarity with the rest of the medical pro- 
fession; some of them, too, feel affronted by 
the unmannerly and unfair treatment meted 
out by Mr. Bevan to practising doctors. 
Whatever may be the constitutional niceties 
of the right of appeal to the Courts against 
dismissal in the National Health Service, 
many, we believe, are gravely disquieted by 
the fact that in a State Medical Service 
available to the whole of the community a 
man’s life and career may be ruined by the 
decision of a tribunal of three men, of whom 
only one has a legal training. The General 
Medical Council is the statutory body for 
dealing with cases of professional miscon- 
duct. In the future the Ministry of Health 
will be able to get rid of what it will regard 
as an unsatisfactory servant, and that serv- 
ant will then have no alternative but to emi- 
grate or try to gain a livelihood in another 
occupation for which he has not been train- 
ed. This power of the State over an indi- 
vidual highly and lengthily trained to do 
one kind of work is indeed alarming in its 
enormity. The more highly skilled a man is 
the less easily is he adaptable to alternative 
forms of work. That is the penalty of speci- 
lization. But in England to-day we find men 
of all political parties ready to give the State 
this unbelievable control over individual free- 
dom. Mr. Bevan should take note that many 
medical men are already emigrating, or seek- 
ing to emigrate, from this country in order 
to escape the new servitude. 

“... Mr. Bevan should now know that this 
opposition is not just the agitation of a po- 
litical caucus or what The Times unkindly 
described as “the views of a score of elderly 
doctors.”” Parliament and public opinion will 
not realize that even if Mr. Bevan succeeds 
by financial pressure in coercing doctors into 
the Service on July 5 he will have in his 
service 38,534 unwilling and dissatisfied 
workers.” 

In the light of Great Britain’s predica- 
ment should we passively drift toward our 
own destruction or should we load the desks 
of our representatives with the facts about 
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socialized medicine and kindly but firmly 
protest against the repeated threats of regi- 
mentation of patients and their physicians. 





THE COUNTRY DOCTOR 

The medical student, the intern and the 
young house physician anxiously waiting for 
opportunity should remember that “all is 
not gold that glitters.” Often success is in 
the silences and greatness finds its genesis 
in obscurity. Coveted goals capping the 
heights are for those who quietly gather 
strength on the way up. Throughout the 
history of medicine opportunity has favored 
the country doctor. Service, the shining sec- 
ret of the good life, is his shibboleth, his 
chief incentive, creating the urge for accom- 
plishment. Honest work in quiet places far 
from the distracting marts of commerce ac- 
companied by worthy ambition may spin the 
golden thread which leads to the abiding 
satisfactions of genuine success. 


Many of the blessings and opportunities 
and skills now cherished by the modern city 
physician must be directly or indirectly ac- 
credited to the wisdom and ingenuity of the 
country doctor. A few examples will suffice. 


Every time a failing heart responds to 
digitalis credit must go to William Wither- 
ing whose clinical and experimental investi- 
gations while he was still a country doctor 
at Stafford, led to the discovery of the thera- 
peutic value of foxglove. 

Every time a child receives protection 
against smallpox through vaccination and in- 
directly when he receives immunity shots 
against other diseases, thanks must travel 
back to Edward Jenner and his dairy maid 
far removed from the city of London where 
he served as house pupil under John Hunter. 
What city doctor has added two and one- 
half years to the life of every man for all 
time. 

Every time tuberculosis is discovered and 
successfully managed, both doctor and pa- 
tient must hark back to the lonely Adiron- 
dacks where Edward Livingston Trudeau in 
total medical isolation, conceived the essen- 
tial symptomatic, pathogenic, epodemiologic 
and therapeutic truths connected with the 
disease and laid down the principles of man- 
agement. 

Many other examples are available but 
these are among those most deserving of the 
world’s applause and best exemplifying the 
rewards which may come even in this day 
to the patient, sagacious, conscientious coun- 
try doctor. 


May, 1948 


Admitting that all who strive may not 
attain worldly fame it is comforting to know 
that so great an authority as Sir Thomas 
Brown has lifted them above those remem- 
bered “Who knows whether the best of men 
be known, or whether there be not more re- 
markable persons forgot, than any that stand 
remembered in the account of time.” 





PRIVATE RELATIONS 

With few exceptions the doctors’ gener«! 
relations with the public are good but there 
are some reasons for believing that their 
private professional relations are not always 
satisfactory. Through the numerous channels 
of publicity and through daily conversatio» 
it is obvious that there are many unhapp’ 
patient-doctor relationships. In many respects; 
this vital relationship is more difficult tha» 
ever before. This is largely due to the rapi | 
advances in medical science and the extr, 
demands this progress has placed upon th: 
doctor. Often he is so busy combating th: 
disease he forgets the patient. Though con. 
ditions have changed, human nature doe; 
not destroy the deep seated need for tha 
primal sympathy of man for man in whic 
medicine found its origin. Medicine withou 
sympathy is like bread without savor. Sym 
pathy brings response to needs, sympath 
finds time to listen, sympathy makes obviou; 
the desire to help, sympathy wins esteem an: 
holds friendship and respect. 


Repeatedly, it has been said that if ever 
doctor did his full duty in connection wit! 
each of his professional contacts and sealec 
his patient-doctor relationships with a sym- 
pathetic understanding, so-called public re- 
lations would be unnecessary. 


Every morning in Oklahoma approximate 
ly 2000 doctors start on their daily rounds 
Granting that they have an average of only 
10 professional contacts, the day chalks uj 
20,000 opportunities for good will as wel 
as service. In the course of a year the dail) 
average of 10 counts up to 7,300,000. Ii 
every doctor sees that every call meets the 
patient’s approval, the medical professio1 
will reap a full measure of public esteem 
This can happen only when the doctor is 
rich in sympathy, wise in speech and sounc 
in action. 
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CARCINOMA OF THE BODY OF THE UTERUS* 


RALPH A. MCGILL, M.D. 
TULSA, OKLAHOMA 


In reviewing the literature on carcinoma 
’ the uterus, one may gain the impression 
( at there has been some complacency among 
ctors in regard to the involvement of the 
dy of the uterus itself. There are many, 
any articles on carcinoma of the cervix 
hile there are a limited number relative to 
-alignancies of the body of the uterus. It is 
stimated that carcinoma of the uterus is 
‘sponsible for 30 percent of all deaths from 
: ynecological disease. There are more deaths 
‘om malignancy of the uterus than any 
cher organ in the female. Malignancy of the 
indus comprises about 10 to 15 percent 
hile 85 to 90 percent involve the cervix. 
tatistics show that the uterus and the 
omach are about equal in the number: of 
‘sions. This so-called complacency may be 
ue to the fact that there is an impression 
iat the prognosis of carcinoma .of the 
undus is rather favorable when compared 
» carcinoma of the cervix. 
Cancer of the body of the uterus is pri- 
iarily a disease of later life, the greater 
number of cases appearing between the fifth 
ond sixth decades. Miller of Ann Arbor re- 
ports that in his group of cases the average 
ge was 54 years; Morrin and Max of St. 
Louis, Morris and Dunn, Sheffey, Heyman, 
Ward and Sackett and many other well 
nown gynecologists report that their per- 
centage runs about the same. Morrin of St. 
Louis reports that his youngest patient was 
19 and the eldest was 77 years of age. This 
calls our attention to the fact that carcinoma 
iay involve the body of the uterus even in 
young women. In reviewing the records of 
incer cases admitted to Hillcrest Memorial 
l\lospital, Tulsa, Oklahoma, during the past 
ve years, 16 cases were found in which 
iere was involvement of the fundus and 
eir age varied from 44 to 77 years. There 
; no evidence to show that gestation has 
ny relation to the development of carci- 
oma. Statistics support the view that the 
ases are about equally divided between the 
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nulligravidas and multigravidas. However, 
that group of women who continue to men- 
struate up to the age of 50 and 55 are usual- 
ly designated as having a late menopause. 
Crossen and Hobbs in reporting their series, 
found that the incidence of carcinoma of the 
late menopause group was four times more 
frequent. Therefore, any woman who men- 
struates beyond the age of 50, should be 
closely observed because continuation of the 
menstrual function into the period when the 
endometrium should be inactive indicates a 
tendency to erratic epithelial activity and 
she should be regarded as a potential candi- 
date for the development of a carcinoma of 
the fundus. Those cases of hyperplasia of 
the endometrium occurring late in life, 
should be viewed with suspicion. Ewing 
states that most observers have failed to 
find a transformation from simple hyper- 
trophied gland-cells to the neoplastic. How- 
ever, there have been cases reported by most 
all of the writers where the patient was diag- 
nosed hypertrophic endometritis on the uter- 
ine scrapings and within a year or sometimes 
less developed a carcinoma of the endome- 
trium. In Morrin’s report from the Barnard 
Free Skin and Cancer Hospital in St. Louis, 
he states that four of their patients develop- 
ed adenocarcinoma who had had previous 
curettage with a histological diagnosis of 
endometrial hyperplasia. Payne found the 
frequency of association of hyperplasia with 
carcinoma after the menopause to be 5.8 
times that before the menopause. Leiomyoma 
are frequently found in association with 
carcinoma of the fundus. Stacy reports an 
incidence of 33.4 percent in a series of 269 
operative cases. Healey states that the as- 
sociation is a significant one and mentions 
increased irritation and stasis as a possible 
etiological factor when there is a predis- 
position to carcinoma. It has been advocated 
that malignancy be excluded by careful cur- 
rettage in every case of myoma associated 
with irregular bleeding, irrespective as to 
whether it be premenopausal or postmeno- 
pausal. It is further suggested that it is im- 





178 JOURNAL OF THE ‘)KLAHOMA STATE MEDICAL ASSOCIATION 


portant that the surgeon who performs a 
supravaginal hysterectomy ffor fibroids 
should inspect the interior of the fundus 
immediately upon removal so that the com- 
plete operation can be performed if cancer 
is found. 
SYMPTOMS 

The predominant symptoms in this group 
of cases is menorrhagia and metrorrhagia. 
The menorrhagia occurring in that group 
who have not reached the menopause. The 
metrorrhagia occurring in the older group. 
However, oftentimes before there is any 
evidence of blood, these patients usually have 
a discharge which may be only a clear 
mucoid like substance of occasionally a puru- 
lent material which is indicative of infection 
so frequently associated with these cases; 
namely, pyometritis. This discharge later 
takes on a brownish color and persists for 
some time before the presence of blood is 
noted. The duration of these symptoms may 
continue over a period of several months 
and the discharge may be so slight that no 
anxiety is created in the mind of the pa- 
tient. These patients frequently say that they 
thought that these things were to be ex- 
pected, since they were going through the 
menopause. The younger patients may have 
bleeding between their normal periods or 
may have prolonged and profuse menstrual 
periods. Since hormones seem to be in vogue 
at the present time, many of these cases re- 
ceive treatment over a period of several 
weeks before serious thought is given to the 
presence of a malignancy. Pain may be pres- 
ent in some of these cases but like cancer 
elsewhere in the body, it usually occurs later 
and when it does occur it usually means that 
the disease is in the advanced stage. Uterine 
cramps may sometimes be present especially 
if there is associated a pyometritis and re- 
tained uterine secretions. 

DIAGNOSIS 

The symptoms and clinical findings are 
usually not sufficient to establish and confirm 
the diagnosis of malignancy. The advantage 
of a diagnostic curettage far outweighs its 
potentialities for harm. Therefore, any pa- 
tient who presents herself with a history of 
irregular bleeding, sometimes referred to as 
“spotting,” especially if past the menopause 
should be curetted. Likewise, a patient past 
35 years of age or even 40 with irregular 
bleeding or a prolonged menstrual period of 
undetermined origin should receive the same 
careful attention. It is my opinion that this 
curettage should be carried out under gener- 
al anesthesia in order that the uterus may 
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be explored and satisfactory scrapings ob- 
tained. It is very important that we supply 
the pathologist with sufficient material for 
a careful study. The idea of obtaining a 
small amount of material by suction or other 
methods is optentimes disappointing and 
the proper diagnosis may not be established. 
Surgeons and gynecologists are urged to 
carry out this procedure at the very earlies 
possible date. Statistics show that the pa- 
tients themselves waste many preciou 
months. The successful treatment of carci. 
noma of the fundus, like carcinoma invol\ 
ing any other part of the body depends o 
an early and correct diagnosis. 
CLASSIFICATION 

Many gynecologists attempt to classif 
these cases both clinically and histologicall) 
Heyman divides the patients into the clin 
ically operable, technically operable. clinic 
ally inoperable and technically inoperable 
Crossen divides them into six definite groups 
Group I. Those limited to the endometrium 
Group II. Those involving the endometriun 
and a portion of the musculature. Group ITI 
Those involving the endometrium and all o 
the muscle out to the mucosa. Group IV 
Those involving all of the endometrium 
muscle and a portion of the mucosa. Grou} 
V. Those involving all of the uterine wal 
and some of the adjacent structures, for ex 
ample, the bladder or a portion of the bowe! 
Group VI. This group involves essential]: 
everything in the pelvis and naturally is th: 
advanced group. 

When classified histologically according t: 
Healey in the first group we have (1) papil 
lary adenoma malignum; (2) adenoma ma 
lignum; (3) adenocarcinoma; (4) solid cel 
lular adenocarcinoma; (5) adenocanthoma 
(6) epidermoid carcinoma. All except the 
last group represent some histological va- 
riety of glandular cancer. The proportion of 
recognizable glandular tissue is greatest ir 
the first two and least in the fourth group. 
The degree of malignancy is least in the 
first two groups and greatest in the fourtl 
group. The adenocanthoma variety repre- 
sents a mixture of glandular and squamous 
tissue and varies considerably in its malig- 
nant qualities. Rarely a case occurs in whict 
the histological structure of the tumor is 
that of squamous epidermoid cancer despit« 
its limitation to the corpus. The prognosis 
in such patients is poor regardless of the 
method of treatment. It would seem best 
however, to avoid operation and to depenc 
upon irradiation. There are several factor: 
which must be taken into consideration ii 
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determining the prognosis but most import- 


ant is a knowledge of both the histological 
and the clinical classification. 
MANAGEMENT 

Because of the successful use of radiation 
therapy in cancer of the cervix and in the 
control of uterine bleeding from fibromyomas 
end other non-malignant conditions, it was 
cuite natural that intra-uterine applications 
of radium should be considered and tried in 
the inoperable cancers of the corpus. Radia- 
(ion therapy has had to overcome much op- 
position in establishing itself as an efficient 

nd dependable form of treatment for cancer 
f the corpus. This opposition was based, 
rgely, on the fact that cancer of the corpus 
istologically belongs in the group of adeno- 
ircinomas which were said to be radiore- 
istant. Moreover, surgeons believed that 
ysterectomy for the operabie cancers would 
robably cure the patients of their disease, 
nd for a long time many prominent radia- 
on therapists were not convinced of its 
alue in the treatment of adenocarcinoma or 
o-called glandular cancer. French radiolo- 
ists in particular dismissed the subject with 
he brief but positive statement that adeno- 
arcinoma of the body of the uterus is not 
adiosensitive and all such patients should 
e treated surgically if possible. Unti! com- 
aratively recent years, this dictum has been 
videly accepted and the advice followed to 
great extent; that it was an erroneous 
pinion has now been definitely demonstrat- 
d by many investigators. In view of the 
resent knowledge of cancer of the body of 
he uterus, it is evident that each patient 
resents an individual problem. No rational 
orm of therapy can be instituted until an 
cecurate diagnosis is obtained and this is 
sually accomplished only by a careful cur- 
ettage. Consequently proper evaluation of 
the curettage is of equal importance with 
the indication for the procedure and the 
vraduation of the tissue is of more positive 
alue with regard to treatment and progno- 
is than is the case with a biopsy of the 
cervix. 

I have adopted the plan of having radium 
‘vailable and immediately following the cur- 
ettage, the uterine cavity is filled with sever- 

| small capsules which usually contain 10 
ulligrams of radium. Oftentimes, four to 
ix such capsules are inserted ; each of course 
s properly screened. The pathologist is re- 
juested to submit his report sometime during 
he next 24 hours. If no malignancy is en- 
‘ountered the radium is left in the uterus 
mly until a suitable dosage for a benign 
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condition, such as metropathia haemorrhagi- 
ca, is employed. However, if a carcinoma is 
found, then a much larger dose is given vary- 
ing from 4000 to 5000 milligram hours. At 
this time a decision must be made as to 
future treatment, particularly as to whether 
the case is operable or inoperable. Many 
factors enter into the picture and must be 
considered before a definite decision is made 
because of the modern concept that the 
proper treatment of carcinoma of the fundus 
is a combination of radiation and surgery. 
While removal of the diseased uterus is al- 
ways desirable if at all feasible, it is uni- 
formly recognized as mentioned before that 
the vast majority fall into the older age 
group and are often substandard surgical 
risks because of their age, cardio vascular 
disease, renal impairment, diabetes, etc. 

In addition to the general physical con- 
dition of the patient, the local situation must 
be carefully surveyed to determine the mo- 
bility of the uterus and extent of the disease. 
If the uterus is mobile and the patient seems 
to’ be a fair surgical risk, then she is con- 
sidered operable; so she receives a dose of 
about 4000 milligram hours of radium and 
after a period of five or six weeks a panhys- 
terectomy and a bilateral salpingo-oophorec- 
tomy is performed. It is not within the scope 
of this paper to describe the technique of the 
operation more than to add a word of caution 
against squeezing out malignant implants 
from the uterus either through the cervix 
or fallopian tubes. This is prevented by clos- 
ing the cervix prior to making the abdominal 
incision. After the abdomen is opened the 
tubes are grasped with a hemostat at the 
outer ends; this will assist in preventing 
the spread of cancer cells through the tubes. 
A careful examination of the adjacent struc- 
tures is made during the operation and if 
there is any evidence of metastasis or en- 
croachment of the disease on the neighboring 
tissues which cannot be removed at that 
time, a course of deep x-ray therapy is given 
postoperatively. However, if the process is 
limited to the uterus, and the histological 
findings fall. into Group I or Group II, then 
we can be reasonably sure of a cure in that 
patient. While we do not presume that the 
preoperative radiation by radium will eradi- 
cate the disease, we do feel that it devitalizes 
the growth, prevents its dissemination and 
lessens the chances of local recurrence, if 
and when surgical removal can be effected. 
It is true that irradiation alone may effect a 
cure in a considerable number of these cases 
of the more undifferentiated type. However, 





180 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


it is my feeling that we are not justified in 
dispensing with the combination of surgery 
and irradiation in operable cases, whether 
differentiated or undifferentiated. While one- 
third of the cases presenting themselves for 
treatment are inoperable, certainly irradia- 
tion by intra-uterine radium and x-ray ex- 
ternally offers much to this group. Even if 
there is no chance of cure, the palliation 
given more than justifies its use. These pa- 
tients can be relieved of much of the pain 
and the infection, and oftentimes many 
months or years will be added to their life. 
On the other hand, gratifying five year sur- 
vivals have been reported by Friske, Bowing 
and other workers. 
SUMMARY AND CONCLUSIONS 

(1) Carcinoma of the fundus of the uterus 
is largely a postmenopausal disease; how- 
ever, it must not be forgotten that it may 
occur even before the climacteric. (2) Sta- 
tistics show that women who present evi- 
dence of ovarian activity after 50, are more 
inclined to develop cancer of the fundus. 
Therefore, intermittent bleeding occurring 
in this group should be viewed with suspic- 
ion. (3) Successful management depends on 
early diagnosis which can only be accom- 
plished by a careful curettage and patho- 
logical study of the tissue obtained. (4) 
Treatment consists of a combination of pre- 
operative irradiation and surgery in the 
operable group. In the inoperable cases 
treatment consists of irradiation by radium 
and x-ray. (5) When preceeded by irradia- 
tion preferably radium, panhysterectomy 
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“with removal of the adnexa offers a five year 


survival, ranging from 55 to 75 percent of 
the operable cases. Since operation is con- 
traindicated by old age, medical infirmities, 
extensive disease and technical difficulties in 
one-quarter to one-half the cases seen, the 
cures by irradiation in these unfavorable 
cases are bound to be fewer; but, in spite of 
this about half of the total number of pe- 
tients should survive five years or longer if 
the proper selected therapy is institutec. 
These results can be vastly improved by 
more widespread adoption of the well-know 
measures for prophylaxis, early diagnosis; 
and treatment. 
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CORRECTION 
Through error, several names that should have ap- 
peared on the list of honorary and life members in the 
April Journal were left out. The complete, corrected 
list follows: 
Honorary Members 
J. P. Beam, M.D., Arnett 
E. M. Loyd, M.D., Taloga 
. H. Mayginnes, M.D., Tulsa 
A. Comp, M.D., Manitou 
s. M. Parks, M.D., Bartlesville 
. E. Howell, M.D. 
’. F. Renfrow, M.D., Billings 
. H. Anderson, M.D., Anadarko 
’. M. Yeargan, M.D., Hollis 
. J. Street, M.D., Gould 
. M. Alexander, M.D., Paoli 
Joseph G. Breeo, M.D., Ada 
John R. Walker, M.D., Enid 
James I. Lyon, M.D., Edmond 
C. E. Barker, M.D., Oklahoma City 
D. P. Richardson, M.D., Union City 


Associate Members 
K. W. Navin, M.D., Shawnee 
. F. Crabbe, M.D., Tahlequah 


Life Members 


. C. MeCalib, M.D., Colbert 
). P. Hathaway, M.D., Lawton 
A. Kelleam, M.D., Wright City 

’. B. MeBrayer, M.D., Idabel 
O. E. Templin, M.D., Alva 
Robert 8. Love, M.D., Oklahoma City 
Joseph W. Shelton, M.D., Oklahoma City 
John P. Torrey, M.D., Bartlesville 
J. V. Athey, M.D., Bartlesville 
Henry W. Larkin, M.D., Guthrie 
H. M. Reeder, M.D., Konawa 
S. L. Burns, M.D., Stonewall 
T. L. Seaborn, M.D., Ada 
John E, Tompkins, M.D., Yukon 
C. B. Hill, M.D., Guthrie 
C. M. Maupin, M.D., Waurika. 
C. B. Reese, M.D., Sapulpa 
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SMALL BOWEL OBSTRUCTION* 





EVANS E. TALLEY, A.B., M.D., F.A.C.S. 
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When an occlusion to the small intestine 
ceeurs, there results a series of pathologic, 
| hysiologic and chemical changes in the body 

hich have a definite bearing on the se- 
1ence of symptoms and signs. Confusion in 
scussion can be avoided if we remember 
ie distinction between the (1) simple oc- 
usion, (2) the occlusion due to rapid 
rangulation and (3) the combination of 
ese two abnormal states. 
By obstruction of the small intestine I 
‘fer to an occlusion either inside the lumen 
‘ by pressure from the outside, so that the 
yrmal physiological mechanism for passing 
ong the contents of the bowel is prevented 
‘om functioning. In its early stage, such an 
struction does not imply damage to the 
lood supply or tissues comprising the small 
itestines. It may be either an acute obstruc- 
on when the change is brought about sud- 
enly or a chronic obstruction when the pic- 
ire develops slowly over a long period of 
ime. It may be partial or complete. Strangu- 
ition, on the other hand, means the shut- 
ing off of the blood supply with resultant 
apid necrosis of the tissues of the involved 
rea. 

In the late stages of intestinal obstruction 

ere is always a possibility of strangulation, 
either from over-distention with fluid or air 

r by an actual twisting of the heavy soggy 

op, causing a sharp kink at some point in 
he mesentery. The obstructions often com- 
ine the features of both obstruction and 
trangulation. The mechanism causing iliac 
obstruction may be due to one or more 
auses : 

A) Anomolies 

1. Hypertrophic pyloric stenosis 

2. Atresias 

3. Peritoneal abnormalities 

Bands 

1. Hernias, either external, internal or 
post-operative 

2. Adhesion, post-inflammatory 

Twists 

1. Volvulus 

Blocks to lumen 

1. Mechanical 
(a) Food, gall stones, intussuscep- 

tion 


*Presented before the Surgery Section of the Oklahoma State 
ledical Association at the Annual Meeting, May 15, 1947. 


2. Pathological, tuberculosis, diverti- 
culitis or cancer 

(E) Blocks by pressure from other external 

causes 

1. Inflammation, i.e., pelvic abscess 

2. Tumors 

Illeus (paralytic) 

1. Traumatic 

2. Post-operative 

3. Post-infectious 

. Embolic 

5. Vacular spasm 

Of these causes of small bowel obstruction, 

external hernia is the most common. In most 
cases it is an incidental finding in an incar- 
cerated hernia, which is to be explored as 
an emergency but in a few it is found only 
after careful search in patients coming with 
advanced obstruction without obvious cause. 
The next common one of this group is the 
obstruction due to simple adhesions result- 
ing from previous surgery or inflammation. 
Obstruction results from the kinking brought 
about by degrees of gaseous distention which 
would be of no consequence in the absence of 
the adhesions. Of course there are the ad- 
hesive bands which are the result of previous 
surgery or inflammation with the exception 
of a few congenital ones, such as the band 
sometimes associated with Meckel’s diverti- 
culum. Intussusception accounts for a small 
fraction of the cases seen. However, it is de- 
pendent upon the type of practice encounter- 
ed. Mesenteric venous occlusion is seen quite 
frequently and the obstruction results simply 
from a loss of motility. Other mechanisms, 
such as congenital atresias, volvulvus, pri- 
mary neoplasms and internal hernias, are 
rather rare. Consideration of these various 
causes is of importance in the management 
of the obstruction. In treating intestinal ob- 
structions, conservative management can 
only be advised in those cases in which it 
is known that there is no loss of bowel via- 
bility. It is successful only in cases due to 
simple adhesions and in rare cases due to 
neoplasm. No other group can be success- 
fully handled without surgical intervention. 

SYMPTOMS AND SIGNS OF SIMPLE 

OBSTRUCTION 
The first evidence is pain of an intermit- 

tent, colicky type caused by bowel contrac- 
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tions, initiated to project the bowel contents 
beyond the obstruction. When this fails, 
nausea and vomiting develops. Distention of 
the abdomen usually follows closely with 
audible borborygmus. The pain and audible 
peristalsis will persist until the bowel be- 
comes over-distended and paralysis develops. 

As time passes, vomiting increases, at 
first relatively clear, later bile stained and 
finally dark brown in color with an odor 
suggesting regurgitated feces. The general 
appearance of the patient changes. Dehydra- 
tion becomes marked as indicated by dry 
tongue and a “drawn” or “pinched” expres- 
sion of the face and a quickened pulse. In 
advanced cases cyanosis of the lips and 
fingernails may be detected. 

As this patient’s bowel continues to be ob- 
structed, several chemical changes occur in 
the body. The higher the obstruction in the 
small intestine the more rapid disturbances 
of water and chemical balance develop and 
the more important these changes become in 
the estimation of the morbidity and the 
treatment. 

There is a loss of the blood chlorides be- 
cause of the vomiting. There is an increase 
in the non-protein nitrogen and carbon di- 
oxide combining power. The latter laboratory 
procedures cannot be depended upon as an 
aid in early diagnosis but are used rather 
as a guide in the progress of the disease and 
an indication for supportive treatment. 

The degree of clinical distention depends 
primarily on the level of the obstruction, 
the high one causing little distention because 
only a short segment of the intestine is in- 
volved. 

After the age of five, gas is not normally 
seen in the small bowel because it is kept 
churned into small bubbles by the activity 
of the bowel. With obstruction, gas collects 
in quantity and renders x-ray visualization 
of distended loops possible. There is usually 
a ladder-like arrangement of the loops. In 
complete obstructions of more than a few 
hours duration, gas is not ordinarily seen 
in the large bowel. Fluid levels are usually 
visualized but not always decisive. 

The patient is unable to pass gas and feces 
following a complete obstruction within a 
day and the enema gives only a return of the 
injected fluid. By sitting at the bedside, loops 
of intestine can be observed and felt in the 
average abdomen. 

The symptoms and signs of a strangula- 
tion obstruction are’ more dramatic. There 
is a “strangulation” of the blood supply to 
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the involved loop of bowels. After strangu- 
lation has been in force from three to four 
hours, loss of viability occurs. Strangulation 
is prone to occur in obstructions due to 
hernia, intussusception, adhesive bands, for- 
eign bodies in the lumen, mesenteric throm- 
bosis and volvulus. The symptoms and signs 
of strangulation are merely added to the 
symptoms and signs of a simple obstruction. 
There is sudden onset. The patient frequent- 
ly complains of back pain because of an ap. 
parent tension on the mesentery. There is 
engorgement of the peritoneum causing gen- 
eralized pains and as the pathological process 
continues, fever and leukocytosis indicate an 
impending gangrene. In case that the stran- 
gulation is massive and progressive, the pa- 
tient frequently has the appearance of shock 
with a cold, clammy skin, rapid pulse, and a 
fall in blood pressure. 


The causes of death in an intestinal ob- 
struction may be listed as (1) strangulation, 
(2) chemical imbalance, (3) prolonged dis- 
tention. Strangulation usually leads, in un- 
treated cases, to peritonitis and death. In 
intussusception, the gangrenous segment is 
inside an ensheathing cylinder of gut and 
peritonitis may not occur. Strangulation may 
kill by virtue of shock. 

The chemical imbalance is a problem only 
in high obstruction. Here there is a loss of 
salt, the hydrochloric acid and fluid, which 
results in hypochloremia, uremia and alkalo- 
sis. These changes alone, if untreated, will 
probably be fatal. 


Prolonged distention of segments of the 
gut leads to thrombosis of small vessels in 
the wall and secondary loss of normal semi- 
permeability of the mucosa with consequent 
transperitoneal absorption of toxins from the 
lumen in quantities sufficient to kill. 


Much difficulty is often experienced in dif- 
ferentiating between true mechanical occlu- 
sion and adynamic or inhibition ileus. An 
accurate history of the pain, the infection, 
and the character of the onset of abdominal 
distention will aid in the differentiation. The 
x-ray findings, the increase in the leukocyte 
count and fever indicate an inflammatory 
cause but these may be present to a greater 
or lesser degree in all advanced cases of in- 
testinal obstruction, particularly those as- 
sociated with bowel strangulation. Abdomi- 
nal tenderness and rigidity are valuable 
guides. Simple occlusion rarely causes mark- 
ed local tenderness. By contrast, strangula- 
tion obstruction causes definite tenderness 
and frequently an indefinite mass corre- 
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sponding to the strangulated loop of bowel 
may be felt. If the character of the pain, the 
roentgenogram and the local abdominal signs 
indicate that obstruction is present, opera- 
tion is indicated. It is to be remembered that 
complete bowel obstruction may be present 
with infections within the abdomen, particu- 
arly localized infection or abscess. 


OUTLINE OF TREATMENT 


In approaching the treatment of an ob- 
structive lesion, of course the thing of great- 
‘st importance is a correct diagnosis. The 
arlier the treatment can be started the bet- 
er results can be expected. 


Acute cases usually require considerable 
mounts of fluid. There should be an attempt 
nade to decompress the stomach and bowel, 
ifter which removal of the cause of obstruc- 
ion should be done. The time and method 
if operative procedure must depend upon the 
ype of obstruction and the condition of the 
yatient. If the obstruction is of short dura- 
ion and the patient has not been seriously 
lehydrated, operation may be done at once. 
ther patients suffering from dehydration, 
iypochloremia, abdominal distention and 
rapid pulse, should always receive prelimin- 
iry treatment with sodium chloride, and 
gastric and duodenal suction, before opera- 
tion. This greatly lessens the operative risk. 
Many of these patients show slight improve- 
ment but this should not give any false sense 
f security. If there was an obstruction 
there, it should be explored and the obstruc- 
tion removed. 


When strangulation of the gut is suspect- 
ed, early operation is imperative to avoid the 
toxic effects of necrosis and the danger of 
peritonitis as a result of rupture. Many of 
these cases will require massive and almost 
formidable surgery. If the obstruction is due 
to some adhesive band, which may be releas- 
ed and the color reappears, the surgeon can 
be positive that the blood supply is adequate. 
However, if irreparable necrosis has result- 
ed, the extent of the operation must depend 
upon the patient’s general condition. Fre- 
quently it is much safer to exteriorize the 
1ecrotic segments and remove it after closing 
he abdominal wall, leaving the open ends 
f the gut protruding, to be closed at a later 
late by an anastomosis or by the Mickulicz 
technique. Operative procedures upon the 
icutely distended gut are always dangerous. 
In a patient acutely ill with obstruction, re- 
section and anastomosis not only consumes 
valuable time but the danger of peritonitis 
is great. Leakage from the distended gut of 
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the intestinal obstruction usually means dis- 
aster. 

Enterostomy, as treatment in intestinal 
obstruction, is a surgical necessity and not 
one of choice. It has been shown by Ochsner 
and Storck that stripping of the bowel to 
remove its contents is of doubtful value. This 
merely adds to the danger of infection and 
shock. When the bowel is not over-distended 
and peristalsis is still active, it is not neces- 
sary. An enterostomy tube, properly placed 
after the manner of Witzel or one of its 
modifications, is a life-saving procedure. It 
not only gives comfort to the patient but it 
prevents distention and will drain off the 
material which has accumulated in the dis- 
tended loops of bowel. The enterostomy tube 
will protect the damaged gut wall and suture 
line. The danger of an enterostomy may be 
reduced to a minimum by isolating a segment 
of bowel with intestinal clamps and by as- 
pirating all gas and liquid contents before 
placing the sutures and introducing the tube. 
It is possible to make a serious error that 
will lead to a fatality if an enterostomy, 
alone, is done on an obstruction due to a 
strangulated section of bowel. When an ab- 
domen is opened and the fluid is found to 
be bloody, the surgeon should definitely as- 
sure himself that no strangulation of a gut 
is present before enterostomy is done. En- 
terostomy will not successfully drain the 
bowel if it is paralyzed. Peristalsis must be 
present to force the liquid and gas content 
of a gut through the enterostomy tube. The 
logical place for any intestinal drainage by 
enterostomy is just proximal to the point of 
obstruction. In cases of high obstruction a 
jejunostomy is not an efficient procedure. It 
has been shown that decompression methods, 
as emphasized by Wangensteen, are far more 
efficient in emptying the stomach and the up- 
per intestines. It is important that after the 
16 or 18 French rubber catheter is placed 
in the gut it should be passed through a loop 
of omentum and when possible the omentum 
fixed to the suture line for added protection 
against infection and adhesions. 

The Witzel type of catheter enterostomy 
creates a serosal lined tunnel which the 
catheter transverses for several centimeters 
before entering the lumen. By virtue of this, 
the fistula closes very quickly after the 
catheter has been removed. 

Idiopathic intussusception usually occurs 
in infants under two years of age and more 
frequently in boys. It is characterized by the 
sudden onset in healthy children, the ap- 
pearance of blood and mucus in the stool, an 
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abdominal mass in most cases, vomiting and 
apparent complete well-being between the 
cramp-like pains. It is treacherous in that 
the second 24 hours usually finds the patient 
much improved, even though the intussus- 
ception persists, a fact which may lull both 
physician and family into fatal delay. 

In the first few hours it has been found 
safe to reduce intussusceptions under the 
fluoroscope by barium enema. After 12 to 15 
hours this seems unwise because the obser- 
vation period after such reduction may be 
symptom free in spite of progressive gan- 
grene of intussusception. 

After the first few hours it is safest to 
reduce the intussusception under general 
anesthesia. Usually gentle compression of 
the mass through the wall of the edematous 
bowel and application of warm, moist packs 
eliminate enough of the edema that reduction 
of intussusception is possible. In some cases, 
however, it is not possible to reduce the pro- 
cess, either because the bowel begins to 
split, due to progressive stretching or be- 
cause gangrene of the intussusception is 
demonstrable, either before or after reduc- 
tion. These types of cases are usually con- 
fined to the iliac portion of the process and 
it is practically always impossible to milk 
the apex out of the cecum. 

In cases in which gangrene is present or 
suspected or in which tears of the wall ap- 
pear in attempts to reduce, resection and an 
astamosis is the proper plan of management. 

External hernia with strangulation usual- 
ly appears with a sudden onset and requires 
immediate treatment. In the hernias in which 
incarceration and obstruction are less than 
five or six hours duration and in which no 
signs of strangulation have appeared, the 
sac may be boldly opened and repair accom- 
plished as in elective hernioplasty. In cases 
of longer duration presenting signs of strar- 
gulation, especially in femoral hernias, in- 
cision must be made cautiously over the sac. 
If there is question as to the safety of open- 
ing the sac, it is much better to open the 
ring which is causing the constriction and 
then proceed. If gangrene is present and re- 
section is necessary, the gangrenous portion 
can be removed en masse without soiling the 
tissues of the field. Oblique, aseptic, end to 
end anastamosis is followed by unhampered 
repair of the hernia. 

CASE REPORT NO. 1 

Mr. W.M.H., age 75, was admitted to the 
hospital because of abdominal pain, fever 
and vomiting which had been present for 
five days. The onset followed a colonic irri- 
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gation. When first seen his abdomen was 
markedly distended ; his face was flushed and 
his skin was cold, moist and clammy. The 
blood pressure was 165/100 and there was 
a slight irregularity in the rhythm with a 
systolic murmur present. 

A mass in the right lower quadrant was 
palpated. The point of maximum tenderness 
was in the right lower quadrant. The tem- 
perature was 101°, pulse rate 100 and res- 
piratory rate 22. The urinalysis showed fou 
plus albumen, white blood count 22,800 with 
97 percent polys, 44 percent being of stal 
form. 

A flat plate of the abdomen showed numer- 
ous distended small loops of bowel. 

A mesenteric thrombosis of the blood sup- 
ply to the terminal 10 feet four inches of 
the ileum, cecum and a portion of the as- 
cending colon was present. This portion was 
black in color and greatly distended. 

A massive resection was done and the 
gangrenous portion exteriorized. Clamps 
were placed on the viable level and the ne- 
crotic portion removed. 

Normal convalescence with adequate 
amounts of amino acids, whole blood trans- 
fusions and fluids made is possible to per- 
form entero-colostomy on the tenth post- 
operative day. Twelve days later the ends 
of the bowel were inverted and all stools 
passed through normal channels. Patient was 
discharged from the hospital 26 days after 
admission. 

CASE REPORT NO. 2 

D.J., a two-year-old male child became ill 
24 hours before admission to the hospital 
with acute generalized abdominal pains. 
Vomiting ensued. A physical examination 
revealed normal temperature with a painful 
abdomen. He was difficult to examine be- 
cause of constant crying and straining when- 
ever a doctor approached the bedside. His 
respiratory rate was very rapid, pulse 120, 
heart and lungs were normal. The abdomen 
was distended and tender in right lower 
quadrant. The white blood count was 25,400 
with high polymorphenuclear leukocytes. The 
chest x-ray was negative. 

Decompression by a Levine tube, large 
doses of penicillin every three hours, fluids 
subcutaneously and sedation constituted the 
elected treatment. The distention of the ab- 
domen became worse for several days in 
spite of the decompression tube. On the 
eighth day the temperature receded to norm- 
al and the abdomen was flat. He passed some 
flatus and had a normal bowel movement. 
The Levine tube was removed and liquids 
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were given by mouth. Two days later vomit- 
ing recurred and a complete obstruction 
developed. All of the clinical findings in an 
acute obstruction were present. 

At operation, the distended small bowel 
seemed to fill the abdomen. The collapsed 
distal portion was 10 inches from the ileo- 
cecal junction where a fibrous, inflammatory 

lhesive band had fastened it at this point. 
he adhesions and bands were freed care- 
ily but during the process several holes 
ere torn in the dilated portion of the bowel. 
. resection of this portion of the bowel with 
de to side anastomosis and a Witzel enter- 
stomy was done. The post-operative treat- 
vent followed recognized principles using 
compression, fluids and sedation. He was 
scharged 28 days after admission. 

In this case the appendix was not visual- 

ed but was no doubt the seat of all the 
ouble and precipitated this intra-abdominal 
iflammatory process. 

SUM MARY 

It is emphasized again, in conclusion, that 
iere is no substitute for early operation 
hen the intestine is mechanically obstruct- 
i. Inflammatory obstruction due to paraly- 
is or recent adhesion between loops of 
owel, may spontaneously release themselves 
ith control of distention and other support- 
ve treatments. 

Massive resections in strangulated, ob- 
tructed bowels are hazardous yet may be 

erated providing a minimal amount of 
rauma is practiced. The procedure of choice 
; the briefest operation which will be a 
fe-saving measure. 

When a very early diagnosis of obstruc- 
ion is made and obstruction successfully 
elieved by operation, much of the treatment 
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outlined above may be unnecessary. In the 
very late cases, all treatment may be of no 
avail. In any surgical practice there are 
sure to be all types of obstructive lesions 
and the treatment for each must be indi- 
vidualized. A knowledge of the pathology, 
changed physiology and body chemistry are 
essential for logical therapy. 


Two case reports illustrating two common 
types of obstructive lesions and the treat- 
ment given are reported. 
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SURGERY OF THE CERVIX WITH THE ELECTRIC KNIFE 





J. E. WALLACE, M.D. 
TULSA, OKLAHOMA 





I wish to state that the electric scalpel (or 
electric knife), is not a knife nor a cautery, 
but just an electric applicator. 

The day was when a physician who used 
electricity was considered a faker, but today 
if he does not use it, he is considered a 
fogie. 

Electro surgery, like every other innova- 
tion, has passed through a period during 
which its overenthusiastic, but often misin- 
formed advocates, caused many practitioners 
to doubt its efficacy. With more careful ob- 
servation and earnest and persistent inves- 
tigation, the possibilities are becoming more 
appreciated, while the indications and con- 
traindications for its use are betted under- 
stood. Particularly is this true in its surgical 
application to gynecological disorders, the 
subject of this presentation. 

Dr. Howard Kelly says that electro-surgery 
is par excellence, a knife and fork procedure. 
To those who have learned its technique and 
its possibilities, in its proper special fields, 
it is as far superior to our most ancient and 
honorable scalpel surgery and it is as far 
ahead as the electric tramway is ahead of 
the lumbering horse cars of our youthful 
days. 

It is indeed a curious reflection that after 
milleniums of scalpel surgery, with its at- 
tendant ligating, needling, and suturing, in 
this age, so ancient a craft as ours should 
be called upon, like Benjamin Franklin, to 
snatch the power from the lightning which 
flashes in the heavens, with which to attack 
our worst enemy—cancer. 

In presenting this paper, I do not intend 
to review the voluminous literature, past or 
present, or discuss the relative merits of the 
numerous methods of treatment advocated 
and practiced for the relief of endocervicitis, 
conceded to be the most prevalent of all 
gynecological disorders. 

Since all readers are not gynecologists, a 
brief resume of the anatomy, histology and 
pathology of the cervix necessarily precedes 
the presentation of the subject matter prop- 
er, in order that the rational of the treat- 
ment may be better’ understood. Only by a 
thorough study of the normal cervix and 


structural changes in the diseased endocervix 
can the efficiency of any method of treatment 
be judged. 

The distal portion of the cervix or ex 
ternal os is approximately five millimeter; 
in its transverse diameter. Following preg 
nancy, instrumentation, infection, trauma 
or disease, the os may be distorted or en 
larged. The size can vary from a minimum 
slightly larger than normal, to a maximum 
when the circumference of the os coincide: 
with the diameter of the cervix at its lowe 
end. The internal os is circular, about on« 
millimeter in diameter and rarely change: 
its definite shape. 

The cervical canal, about one inch ir 
length, lies between the interal and externa 
os. It is fusiform or spindle shaped, its wid- 
est diameter nearly on a level with the 
posterior fornix and the narrowest portio of 
the internal os. So far as we know, it acts 
only as a passageway between the uterus and 
the vagina. The canal is lined by mucous 
membrane which is almost one millimeter in 
thickness and presents a longitudinal ridge 
of its anterior and posterior surfaces fron 
which a large number of folds or rugae 
branch off obliquely and laterally, connect- 
ing these two ridges. Due to the numerous 
folds and plications this relatively small sur- 
face is increased in actual area presenting 
an extensive surface to infection. 

The epithelium at the isthmus is of: the 
low columnar or cuboidal variety, some nuc- 
lei, being near the upper portion of the cell, 
others either at the center or the base. Ad- 
vancing toward the external os, this epithe- 
lium becomes of the high columnar, ciliated 
variety, about 40 by four micrones in size, 
with a constant basement nucleus. 

Columnar epithelium lining the canal is 
gathered up into minute folds, forming a 
sort of rugae that is studded with 60-80 
thousand compound racemose glands, hori- 
zontally situated with slight upward trend 
of the ducts, that evince a marked sus- 
ceptibility to bacterial invasion. 

At or about the junction of the middle and 
lower third of the cervical canal, a change 
takes place in the epithelium, the simple 
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columnar gradually undergoing transition 
to the stratified variety. There is a definite 
basement membrane below the entire epi- 
thelium. 

Scattered throughout the mucous mem- 

brane are many simple tubular glands, about 
one to two millimeters long, similar to those 
found in the uterus, but the racemose variety 
yredominate. The ducts open into the cer- 
ical canal. The gland usually stops at the 
asement membrane though some extend 
eyond this structure, the depth from the 
urface being about three millimeters. Ap- 
roaching the internal os, the glands become 
ewer and more shallow, and it is conceded 
nat infection rarely, if ever, originates at 
iis particular location. 


A most important factor in dissemination 
f infection is its rich lymphatic system that 
amifies every part of the corpus and ad- 
acent structures before terminating in large 
ollecting trunks that traverses the utero- 
acral and broad ligaments. Classical differ- 
ntiation of pathological changes is not so 
mportant, if we bear in mind that the be- 
rinning is always in the endocervical tissue. 
t is estimated that 80 percent of all multi- 
arous women, and some 20 percent of vir- 
rins and nulliparous females, are affected 
vith this malady. Accumulated statistical 
lata indicates that 80 percent of pelvic 
nalignancies may be charged to improperly 
‘reated cervical diseases. 

Furthermore, 90 percent of cancer arise 
n a squamous epithelium covering of the 
ortio, in or near the external os, easily ac- 
essible, and highly responsive to therapy. 
s it unreasonable therefore, to assume credit 
for thermal destruction of many cervical 
‘pitheliomas, in their incipiency as is accom- 
lished in other epithelial locations? 

I think it generally conceded there is al- 
vays traumatic damage to the cervix in 
arturition that may be amendable to self 
estitution, but more often necessitates ther- 
ipeutic measures assigned to restore cervical 
arity. Experience teaches us that most of 
hese injuries, if left to the favor of fortune, 
vill ultimately confront us with a chronical- 
y infected organ, that may have a far reach- 
ng influence on the health of the possessor. 
\s many of these conditions do not present 
symptoms at the place of infection, so it is 
mportant that the cervix be visualized, as 
palpitation alone is often misleading, al- 
hough it is an essential part of an exami- 
nation. 

A preponderance of cases consulting the 
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gynecologist are of long duration that have 
been neglected or inadequately treated. Too 
often having been subjected to ill advised 
laparatomy, in spite of gross cervical path- 
ology that might have accounted for the 
pelvic symptoms. Rarely is the need for ex- 
ploration so pressing, it could not await con- 
servative treatment of the cervix. It is my 
impression that more than half the indica- 
tions for radical treatment could be obviated 
with proper electrical therapy. 

One has only to recall lymphatic extension 
of tonsil infection and modes of cure to ap- 
preciate the same phenomenon in infected 
cervices. 

The cervical glands are racemose, similar 
to the tonsils, yet a number of surgeons will 
remove the uterus and leave the infected 
cervical glands insitu. If the same man was 
to remove the muscles of the throat, and 
leave the infected tonsil, the throat men 
would want his license revoked, yet, they can 
remove a myocitis of the uterus and leave 
the cite of the infection intact, and there is 
nothing said about it, although the woman 
becomes a chronic invalid afterwards. 

I sometimes think that Dr. Charles Mayo 
was not joking when he said, “The reason 
that there are so many operations done on 
the female organs is that the doctors know 
that the field of operation would not be ex- 
posed to a jury.” 

The above condition is purely a myocitis 
extending through the lymphatics from the 
racemose glands to either the uterus or 
throat. 

Medical men have laid great stress upon 
the fact that both the tonsils and teeth are 
important sources of infection and insist 
upon their removal where indicated. The 
cervix as a focus has not received the same 
amount of careful attention, and its treat- 
ment in many cases has been restricted to 
the mere swabbing of some impotent chemi- 
cal or vaginal douching for an objectional 
leucorrheal discharge. 

The casual relationship between the cer- 
vical focal infection and the secondary le- 
sions have been proved spectacularly at the 
Mayo clinic by injecting cultures from in- 
fected cervici into the vein of rabbits. The 
seriousness of endocervicitis therefore, can 
hardly be overestimated, and treatment 
should be instituted immediately upon its 
detection. 

I find quite often that the columnar epi- 
thelium of the cervix has extended down over 
the stratified squamous epithelium and be- 
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come irritated in a great number of young 
girls who have never been molested in any 
way and on account of this irritation, they 
become very nervous, and by following a be- 
lief that a young girl should not have a 
vaginal examination, the cause of their 
nervousness most often is not diagnosed. 


In those coming to me seeking relief, 
after a hysterectomy, there is usually a his- 
tory of a sense of weight or dropping down 
of the pelvic structures and perineum, leucor- 
rheal discharge, backache that may extend 
down the thighs, dyspareunia, bladder and 
rectal discomfort, occasionally remote neu- 
ritic and rheumatic pains and finally nerv- 
ous invalidism. This remarkable chain of 
symptoms is produced largely by lymphatic 
extension of infection, lymphangiitis and 
lymphadenitis, that may involve any part 
or all of the pelvic lymphatic system. 


From the above you can readily see why 
the woman who has had her uterus, tubes 
and even ovaries removed, does not get well. 

There is a difference of opinion as to 
whether bacterial infectien spreads by con- 
tinuity or by the lymphatics. Regardless of 
the manner in which this takes place, it is a 
fact that primary infection of the cervix 
ascends into the uterus, falopian tubes, 
ovaries, and parametrial tissues. 

The extent and rugosity of the cervical 
mucosa affords innumerable recesses for 
pathogenic organisms, while the traumatized 
and lacerated cervix is an open door to in- 
fection. The mucosa of the cervix becomes 
swollen, oedematous, and often everted with 
a loss of its cilia, while the mucosa of the 
portio about the external os presents a cir- 
cumscribed area of glandular proliferation. 
The earliest stage of cervical infection rep- 
resented by an infiltrated area denuded of 
squamous epithelium, the result of necrosis 
and maceration of the surface layer, a true 
erosion but rarely seen at this stage. 


The columnar epithelium under constant 
irritation of infection, pushes itself out on 
to the vaginal aspect of the cervical rim, 
replacing the stratified epithelium, produc- 
ing the so-called, “erosion,” classified as 
simple, if the surface is smooth and the 
glands few in number with no dilatation; 
follicular, if the glands are numerous and 
dilated; papillary, if the glands are numer- 
ous, running downward, parallel to one an- 
other, producing a papillary appearance, 
due to the numerous stroma papillae which 
project upward between the glands. The con- 
tinued congestion produces a hypersecretion 
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of mucous from the infected glands and ul- 
timately a hypertrophy and hyperplasia of 
the cervical connective tissue. Sooner or later 
the crypts of the ducts of these glands be- 
come occluded, resulting in subsequent cyst 
formation commonly known as _ nabothian 
cysts. This cystic condition increases the bulk 
of the already hypertrophied cervix, inter- 
fering with normal circulation and musck 
contractility. 

Reviewing what has gone before, the fol- 

lowing facts are obvious: 

1. The cervical canal is about one inc} 
long and spindle shaped. 

2. Infection is generally of the ascend 
ing type. 

3. The brunt of infection is borne b: 
the lower portion of the cervica 
canal. 

The internal os and surrounding are: 
are rarely, if ever, infected. 

The glands are always infected. 
The crypts and rugae of the cervica 
mucous membrane are excellent hid 
ing places for pathogenic organisms 
Nabothian cysts result from occlusio1 
of the gland ducts or from pressure 
The lining membrane of the cervica 
canal is one or two millimeters ir 
thickness and has no submucosa, the 
glands reaching to the basement 
membrane. 

Some of the glands extend beyond 
the basement membrane into the 
stroma of the cervix. 

Simple tubular and racemose glands 
are found, but the latter predomi- 
nate. 

11. The anatomical arrangement of the 
mucous membrane increases mater- 
ially the surface area of the canal. 

12. The main cervical arterial supply is 
near the isthmus, thus far removed 
from the diseased mucous membrane. 


Having briefly reviewed the anatomy and 
histology of the cervix and the pathology 
of endocervicitis, we come to a considera- 
tion of nature’s healing process and the pos- 
sibility of expediting it by treatment of the 
diseased area. With a clear understanding 
of how the reparative process progresses, 
the appropriate treatment suggests itself, 
thus assuring the patient a more rapid re- 
covery, with a minimum impairment of cer- 
vical function, so important in subsequent 
parturition. 

As the inflammation subsides, squamous 
epithelium proliferates from the sides or 
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regenerates from scattered islets still re- 
maining beneath the columnar epithelium, 
enters the neck of the glands and in some 
cases succeeds in entirely replacing the 
columnar variety normally lining these 
glands, filling them with a solid squamous 
plug or nabothian cysts result. 

It is therefore evident that the natural 
| caling process produces the replacement of 
tire columnar epithelium of the cervix by 
s ratified squamous epithelium, which com- 
)/etely fills and obliterates them. These find- 
i gs are the result of microscopic study of 
<-ctions removed from healed cervices, three 
:ad six months after conization. 


The healed cervix differs from the normal 
the squamous epithelium has replaced 
t.e columnar type and the racemose glands 
| ave been filled and obliterated by the in- 
ads of the same variety. Thus, nature 
© ires by mechanical obliteration, and any 
‘ erapeutic procedure capable of producing 
1e same effects is in accordance with the 
itural curative alterations. 

It is conceded that when any of the various 
opular methods of treatment, short of com- 
lete endocervical removal fails to cure or 
elieve, a radical tracheloplasty becomes the 
1ethod of choice, because it completely re- 
1oves the diseased mucosa with its deeply 
ifected glands. It is attained by a minimum 
mount of trauma to, and destruction of, 
he underlying muscular fibers. 

If it can be admitted that the obvious 
method of treating disease tissue is its re- 

moval in its entirely, assuming that such an 
excision is not inimical to life or future 
ital function, it logically follows that any 
such tissue, whether in the cervix or else- 
where, should be removed. 

Conization is not based on theory or spec- 
ulation. It is sound in principle and is based 
firmly on a foundation of demonstrated facts 
in the anatomy, histology, and pathology of 
‘he cervix. The natural process of healing 
is not interfered with; on the contrary, it is 

ided and furthered. While nature attempts 
0 cure by sealing up or obliterating the 
liseased giands, they still remain insitu, 
whereas, conization removes not only the 
liseased glands, in the mucous membrane 
ining, but also the tissue in which they are 
‘mbedded, thereby promoting lymphatic 
lrainage, so important for complete cure. 
The relining of the cervical canal proceeds 
rapidly and eventuates in a cervix with in- 
tact anatomical structure and a canal lined 
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by squamous instead of the original colum- 
nar epithelium. 

Conization has for its object the eradica- 
tion and destruction of the diseased endo- 
cervical mucous membrane with its contain- 
ed glandular structures, and this is accom- 
plished with the preservation of the under- 
lying muscle as well as the uninvolved tis- 
sues. 

For light work, local anesthesia works 
nicely, but for deep nabothian cysts, ampu- 
tations, or any operation that takes any of 
the muscles, I prefer a general anesthetic. 

Contra-indications are: pregnancy, acute 
cervical infection, acute or subacute tubal 
involvement. 


TECHNIC 

1. The patient is placed in the lithotomy 
position, with legs well separated, and drap- 
ed in the usual manner. 

2. The operator seats himself comfort- 
ably before the patient. 

3. The vaginal speculum is inserted to 
expose the cervix. 

4. The vagina and cervix are freed of 
all discharge by swabbing with duterra or 
hydrogen peroxide and wiped dry. It is im- 
portant that the cervical canal be free of 
all discharge. 

5. For local anesthesia, an applicator 
saturated with 35 percent solution of cocaine 
is introduced into the cervical canal from 
five to 10 minutes. 

6. The inactive, wet metal electrode about 
six by six inches in size, connected to the 
high frequency machine through a conduct- 
ing wire, is placed on the abdomen and held 
firmly in place by means of a strap or sand 
bag; the patient is directed to make firm 
compression with both hands, so as to dis- 
tract her attention. 

7. The depth of the cervical canal is 
measured and the depth of the instrument 
is noted. 

8. The current is turned on until a stage 
is reached which will provide sufficient cur- 
rent for the operation. 

9. The instrument is held firmly in the 
hand. The other hand steadies the instru- 
ment. 

10. The tip of the instrument is placed 
about one-eighth inch from the external os 
and the foot switch closed, thereby, turning 
on the current. A searing of the tissue should 
take place. 

11. With the current still on, the silicon 
portion of the instrument is immediately 
passed into the cervical canal up to the in- 
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ternal os, and with a rotary motion the 
mucous membrane is coned out. 

12. The foot switch is released and the 
instrument withdrawn. The mucous mem- 
brane with its contained cervical glands will 
be found adhering to the tungsten wire and 
the silicon tube, and a few drops of blood 
may appear in the cervical canal. 

13. The instrument may fe re-introduced 
and more tissue removed by repeating the 
previous steps if you so desire. 

14. A light packing of the vagina is all 
that is needed to control the slight amount 
of serum which will be exuded. 


15. The entire operation should not take 
more than a few minutes. About the fourth 
to sixth day a grayish slough will be found 
filling the cervical canal and it is easily 
removed with a dressing forceps. On the 
tenth day the cervical canal will be found 
smaller in size and granulation tissue can 
be seen. Between the second and third weeks 
the cervix approximates its normal size with 
only several small unhealed areas visible. 
About the fourth week the eroded areas are 
completely covered by squamous stratified 
epithelium and the entire cervix presents a 
healthy appearance. Vaginal douches are 
neither advised nor necessary until after the 
fifth day. 

As surgery for cancer of the cervix is 
generally contraindicated, it is advisable to 
cut out all diseased tissue possible before 
applying radium. 

Patients are instructed to report bi-week- 
ly for a checkup for six or eight weeks, de- 
pending on the depth of the operation. A 
sterile sound should be introduced three or 
four times especially in amputations or deep 
operation, to prevent stricture or bridging 
of the canal. Or, if you prefer, a properly 
fitted Bley uterector, saves having to have 
the patient return to the office so often for 
inspection, and you get a mucous lining run- 
ning up between the spirals, while you are 
creating good drainage; after it is removed, 
the mucous lining unites and gives you a 
perfectly shaped canal. This should be re- 
moved about six or eight weeks after the 
operation. 

Complete amputation of the cervix should 
be done before applying radium. Any opera- 
tion from radical amputation to a simple 
removal of the cervical glands can be done 
with perfect safety, and no misplacement 
of cancer cells. And the beauty of it is, that 
it is easier to do than with the knife or 
scissors. There are not any stitches to take 
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in any of the operations except in the re- 
pair of lacerations, and the healing time for 
repair with electric knife is only three or 
four days longer. 

There is no way of comparing the cautery 
with the electric knife. For with the electric 
knife you have a very thin elastic scar fol- 
lowing, and you know the depth at all time: 
of your cutting, but with the cautery, it i 
impossible to tell how deep the sloughing 
will be, and you have a very thick tenaciou 
non-elastic scar tissue following. With th: 
electric knife the cutting is done with : 
white heat (or lightning) while the cauter: 
is a red or slow heat, followed by a grea 
amount of sloughing. 

Strictures of the cervix, from deep cauteri 
zation are very hard to eradicate. I don’ 
think a cautery should ever be used in th: 
cervical canal at any time or for any con 
dition. 

The use of cauterization is as old as th 
art of surgery and dates back to early Gree! 
and Roman civilization and even to the tim: 
of the ancient Egyptians, and conization o 
the cervix was first done in 1928. Some wil 
say that cautery does the work, so did th 
oil light, the greatest light known 100 year: 
ago, but who uses it now? I can see no rea 
son why a woman should not have a clea 
operation like a man. I know there is n 
surgeon that would think of letting anyon 
use a cautery on his prostate and wait t 
see how deep it was going to slough. 

ADVANTAGES 

1. The method is used for the treatment 
of both ambulatory and bed patients. 

2. The patient suffers no pain or discom- 
fort, as the nerve ends are severed with 
lightning, and it takes some time for them 
to regain their sensitiveness. 

3. The symptoms are relieved because 
the mucous membrane with its contained 
glands is removed, thus aiding nature in 
repair and at the same time expediting the 
healing process. 

Healing is more rapid than in an average 
surgical case left to granulate. The scar is 
softer and less disfiguring. 

4. The danger of subsequent bleeding is 
practically nil. 

5. No muscular tissue is removed, the 
cervix remaining functionally normal and 
future parturition is not interfered with 
mechanically. 

6. The technic, easily acquired, can be 
carried out by the surgeon. The operation, 
especially in infected areas, is a pleasure 
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The cervix need not be drawn down to 
the vaginal introitus, thus avoiding the pos- 
sibility of subsequent retrodisplacement of 
the uterus. 

7. The cutting proceeds smoothly, the 

nerated heat assuring asepsis. 

Diseased glands are exploded often insitu 

1d caused to absorb. Diseased cells and in- 
-etions are also destroyed. 

8. Tissue can be removed to any desired 
depth. 

9. Conization can be used for removing 

ssue for the microscopic examination par- 

‘ularly in cases where dilation and trauma 

e inadvisable, as it does not displace any 

neerous cells. 

10. The procedure may be repeated as 
« ten as is deemed advisable to accomplish 
i 3 objects. 

11. Removal of the diseased tissue pro- 
1 otes and facilitates lymphatic drainage, 

id is a cure for more cases of sterility. 

12. Conization results in a minimum of 

ar tissue because division of the tissue 

accomplished far more accurately than 
ith the finest knife. It is a bloodless, pain- 
ss and sutureless procedure. 

Conization is not recommended as a cure- 

| for all types of gynecological disorders. 

o insure success all pathology extraneous 

» the cervix must be carefully looked for 

id treated. Symptoms due to other causes 
(ian endocervicitis must be traced to their 
site or origin, eg., a discharge resulting 
from uterine retrodisplacement must have 
iis own specific treatment. 

I coned a cervix in 1932, and sent the 
specimen to one of the leading pathologists 
of our city and he pronounced it cancer. I 
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advised radium but it was never used and 
the woman has had no trouble since. 

I had a case of lacerated cervix with in- 
fection complicated with retroversion with 
adhesion. I coned the cervix, went in above, 
broke up the adhesions, replaced the uterus 
and found her to be pregnant six weeks with 
no history of missing a period. She did not 
abort or have any troubles in any way. 

In conclusion, conization of the cervix is 
a valuable, safe, and rapid, eminently satis- 
factory way of treating benign lesions of the 
cervix, also as a preventative of malignancy. 

When the cutting current is properly han- 
dled, the operation becomes a bloodless pro- 
cedure, and in this respect is in striking 
contrast to most cervical operations. After 
years of experience and careful follow-up of 
cases, I feel that extensive conization is not 
to be viewed as a substitute for simple cau- 
terization, or coagulation as neither of these 
should be used in the cervical canal proper, 
for they create a strong tenaceous stricture, 
while the electric knife scar is soft and 
easily dilated. On the other hand, the bene- 
fits from extensive conizations are real, re- 
sults are excellent and mortality is nil, and 
it should have a place in everyday gyneco- 
logical surgery. 
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CHEST X-RAY SURVEY PROGRAM IN OKLAHOMA®* 
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The State Department of Health has had 
a Division of Tuberculosis Control since 
1937. The backbone of its case finding ef- 
forts has been the examination ‘and follow- 
up of known cases and their contacts. At 
present this program is well established in 
all 38 county health departments, 32 of 
which have their own x-ray equipment (see 
Fig. 1). Regular monthly clinics are held at 
which 15,000 persons were examined last 
year. This is very important work, but it 
has needed to be supplemented by much 
broader case finding measures. The answer 
to this problem was the introduction of mass 
survey methods with photofluorographic 
equipment. This got underway in 1945, using 
one 35mm. photo-roentgen apparatus. In 
March, 1947, three 70mm. machines were 
placed in field operation. In addition we 
also have in use eight other photo-roentgeno- 
graphic machines in hospitals and county 
health departments. 

The goal of our present survey program 
is to provide an opportunity for every adult 
in Oklahoma to have a chest x-ray by 1951. 
The state is being covered county by county, 
giving first preference to counties with the 
higher death rates. (National and state tu- 
berculosis mortality rates are pictured in 
Figures 2 and 3). Thus far 15 counties have 
been reached and 220,000 miniature films 
taken. 

COUNTY ORGANIZATION 

Preliminary survey organization in the 
county is done under the supervision of a 
public health educator, whose activities be- 
gin. two months before the x-raying starts. 
Among the points stressed in discussing the 
program with various groups are: 

1. Primary interest is to discover tu- 
berculosis, although many other dis- 
eases, notably heart disease, are found. 
Tuberculosis is a contagious disease 
which does not produce symptoms in 
the early stages. 

The x-ray is the only reliable method 
of early diagnosis. 

4. The photofluorogram is a screening 
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medium, and a standard size x-ra\ 
is to be taken when a suspicious lesior 
is noted. 
The patient’s private physician re 
ceives all x-ray reports of abnorma 
findings. 

The contemplated program is first explain 
ed to the county medical society, and its ap 
proval and guidance solicited. The next ste; 
is to organize a central x-ray survey com 
mittee, which is made up of representative: 
from all civic groups. A chairman is selecte« 
and the various committees appointed (se« 
Fig. 4). An important role in organizatior 
is played by the county tuberculosis associa 
tion, while overall medical direction is pro 
vided by the local health department. Costs 
are borne by the state health department and 
the local tuberculosis association. 

CONDUCT OF SURVEY 

Two mobile and one transportable 70mm. 
photo-roentgen machines are used (see Fig 
5). The field staff consists of four techni- 
cians, one clerk, one public health nurse and 
one public health educator. All films are pro- 
cessed and interpreted in Oklahoma City. 

A short, intensive survey is conducted dur- 
ing which every person over 14 years of age 
is offered an opportunity to be x-rayed. No 
charge is made. Everyone receives a report 
of the findings within two weeks. Those with 
non-tuberculous conditions are referred di- 
rectly to their physician, who is furnished a 
report. 

Those showing evidence of significant re- 
infection tuberculosis are requested to return 
for a standard size film. If the second film 
confirms the need for further study or treat- 
ment, the individual and his doctor are in- 
formed. County health department nurses 
attempt to see that the proper care and fol- 
low-up is carried out for all cases of clinical 
significance. Where there is no local health 
department, a field nurse of the state tu- 
berculosis association does the follow-up. 

SURVEY COSTS 

The total cost per 70 mm. film taken, ex- 
cluding capital cost and depreciation, was 
30 cents. Of this amount an average of five 
cents per film was paid by the local tuber- 
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Fig. 1. Lecation of Tuberculosis Clinics in Oklahoma. 
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¢ losis association. Cost per case of tubercu- 
| sis discovered was $60.00, while the cost 
| er active and questionably active case found 
as $287.00. 
SURVEY RESULTS 

The progress of the program is shown in 

ig. 6. Since June, 1946, an average of 45 
; ercent of the population over 14 years of 
: ge have been x-rayed in the counties visited. 
‘ve hope to do better by adding door to door 

invassing to our campaign efforts. At pres- 
it about three weeks are required to cover 

1 average county. 

A summary of the findings of the 11 coun- 

es completed during the past year is given 
i Fig. 7. Each county tabulation is made 
p three months after the survey is complet- 

1. By this time most of the required ob- 
servation and studies in the questionable 

ises have been finished. Some noteworthy 

ithology was found in two percent of those 
x-rayed, of which 1.1 percent was reinfec- 
tion tuberculosis. New active tuberculosis 
was found in .08 percent, or one per 1100 
x-rayed. Previously known -cases of tuber- 
culosis x-rayed averaged two per 1,000 and 
are not figured in the tabulations. 

It is well to point out that while 70 per- 
cent of all significant reinfection tuberculosis 
found, exclusive of pulmonary scars, were 
classified as minimal lesions, yet 88 percent 
of them were arrested. The majority of the 
active lesions discovered were in the advanc- 
ed stages. 

Under non-tuberculous pathology heart 
disease led by a wide margin. One enlarged 

eart was found per 170 x-rayed. Aneurysm 
f the aorta was rarely encountered. Malig- 
ancy including Hodgkin’s disease was diag- 
osed once in every 19,000 x-ray examina- 
ions. 

OKMULGEE COUNTY 

Fig. 8 gives in some detail the results of 

representative survey done in Okmulgee 
‘ounty. This county’s tuberculosis mortality 
‘ate in 1945 was 42.8 percent (20 deaths) as 
‘ompared with the state rate of 40.8 per- 
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Fig. 2. 
National Distribution of Tuberculosis Deaths for 1945. 


cent. 

There were 18,200 films taken (45 percent 
of the population over 14 years of age). The 
survey reached 50.5 percent of the white and 
25.5 percent of the non-white (largely 
Negroes). In the more densely populated 
areas a much higher percentage of the pop- 
ulation was reached than in the rural areas. 
For example, in Okmulgee 59.3 percent and 
in Henryetta 60 percent were examined, 
whereas the percentage for the rest of the 
county was 27.8 percent. As to age, 55 per- 
cent of the persons x-rayed were over 35 
years of age. The pathology increased con- 
stantly with age, reaching a peak in all race 
groups among those persons 65 years of age 
and older. 

The Okmulgee County survey discovered 
109 new cases of reinfection tuberculosis 
plus 95 pulmonary scars. This latter term is 
used to include those films which exhibit the 
fine linear strands or discrete well-defined 
fibrotic nodules frequently seen in the upper 
third of the lung field. It is usually possible 
to differentiate those pulmonary and apical- 
pleural scars from the more significant le- 
sions characteristic of minimal tuberculosis. 
Individuals with such changes are not placed 
on the case register. 

Eighteen persons were recommended for 
sanatorium care. Ten entered sanatoria 
(three Clinton; five Talihina; one Sulphur; 
one Arkansas State Sanatorium). At the end 


Fig. 3. Oklahoma Mortality Map. 
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Fig. 4. Organization Chart for County-Wide X-Ray Surveys. 
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X-Ray Unite Follow-Up 
| | | | an | | io 
Lecat - Lou rica is- jleclth Tbe. Private - 
= .~ = feilise A. ; a Beer wd . ae Seat?” 
of one year follow-up reveals that two are cians’ care, current status unknown. Fiv 
still in sanatoria, two died of tuberculosis, were followed by the county health depart 
three were discharged as arrested. Two left ment; of these one died, two are still acti 
sanatoria against medical advice, one of and two are arrested. On one patient we hav. 
which is arrested and the other now classi- no current record. 
fied as activity questionable. On one patient ing methods. Thus far 220,000 adults have 
we have no recent record. been x-rayed, of which 1.1 percent showed 
Of the eight who did not enter a sana- evidence of reinfection tuberculosis. One 


new active case per 1,100 x-rayed is found. 


torium two are still under private physi- , ; ; 
A summary of the findings in 11 countie 


Fig. 5. Two Mobile X-Ray Machines. 


Fig. 6. Map of X-Ray Surveys Completed in Oklahom 
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Fig. 7. Summary of County X-Ray Surveys. 









































NO. OF PERCENTAGE NEW REINFECTION PERCENTAGE 
COUNTY POPULATION X-RAYS OF POPULATION | TUBERCULOSIS FOUND NO, NEW TB CASES FOUND NO, NON-TB NON-TB 
TAKEN 14 YEARS & (INCLUDING PUL, SCARS) |} (EXCLUDING PUL. SCARS) PATHOLOGY FOUND PATHOLOGY 
OVER X-RAYED ee FOUND 
No, » 3 Active | Arrested Cardiac | Pathology 
Okmul gee 46,065 18,200 49 228 1.3 20 89 uM 64 0.5 
Pittsburg 47,96 13,328 39 170 1.3 ll 65 48 27 0.6 
McIntosh 23,580 4,721 32 64 1.4 6 29 a 5 0.6 
Pottawatonie 46,755 24,49 60 268 1.1 10 83 106 42 0.6 
Lincoln 26,477 7,077 39 41 0.6 4 17 41 30 1,0 
Okfuskee 24,295 6,421 40 49 0.3 3 26 67 57 1.9 
Carter 44,650 15,384 49 170 1.1 19 54 147 102 1.6 
Seminole 47,846 15,045 46 134 0.9 10 50 152 50 1.3 
Hughes 28,359 8,703 46 85 1,0 6 39 63 90 1.8 
Cherokee 23,611 6,739 4h 7% 1.1 9 35 53 64 1.7 
J 
Adair 16,479 5,235 49 86 1.6 9 2 42 59 1.9 



































ARE COUNTY SURVEYS WORTHWHILE? 

County-wide x-ray surveys are profitable 
ind justify the expense and effort involved. 
The survey must be properly organized and 
he county covered in a systematic manner. 
Adequate provisions for follow-up of cases 
found and their contacts is vital to the suc- 
cess of the survey. Without this no survey 
should be undertaken. 

The figures from Okmulgee illustrate the 
value of a survey as a supplement to other 
case finding methods. This county has had an 
organized health department which has been 
conducting monthly chest clinics for six 
vears. An average of 300 are thus x-rayed 
innually. Four new active cases were dis- 
overed in 1945. Contrast this figure with 
109 new cases, which included 18 active 
cases, discovered by a survey requiring a 
few weeks of intensive effort. 

‘Similar figures are obtained from other 
tounties. In Carter County, for example, 
regular chest clinics have been discovering 
an average of five new active cases per 
year. Following a recent survey 73 new cases 
were discovered, 16 of which had active dis- 
ease. 

Such figures forcefully illustrate that, 
vith only periodic chest clinics which con- 
‘entrate on known cases and their contacts, 
ve have been a long way from carrying out 
n effective case finding program. Now that 
‘e are able to direct more attention to the 
\dult non-contact, we are finding that it pays 
ig dividends. 

SUM MARY 

A profitable county-by-county mass x-ray 
‘urvey program is well underway in Okla- 
ioma, supplementing established case find- 
's given. The results of the Okmulgee County 


survey are recorded in some detail. 
Fia. & Okmulaee County Survey Summary. 
OKMULGEE COUNTY SURVEY 
A. General Summary 





No. Percent 


Total number of miniature 


x-rays taken 18,200 
Percentage of population 
over 14 years x-rayed 49.0 
tecommended for stand- 
ard size film ; 480 2.6 
tetakes made 410 85.4 
Total number diagnosed re- 
infection tuberculosis 
(including 95 or 41.7 
percent . pulmonary 
sears) 228 1.3 
Cases previously known... 24 0.1 


New cases (excluding pul- 
monary scars) 


Sanatorium care _ recom- 

mended ; 18 
Number who entered sana- 

toria _. as 10 62.5 
Non-tuberculous chest path- 

eR 98 0.5 











B. Stage of Disease and Activity 
New Cases of Reinfection Tuberculosis 
(excluding pulmonary scars) 





Stage of Disease 
See Mod. Far 
Activity Total Minimal Adv. Adv. 
Active _...... _ 20 5 12 3 
Arrested _.......... 89 74 15 
| es 109 79 27 3 
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C. Non-Tuberculous Chest Pathology Pulmonary abscess 1 a 
Basal fibrosis (chronic inflam. Eventration of diaphragm __....... 1 a 
CS FRET IE 24 Mediastinal tumors ._..... 3 e" 
0 ETON Lee 19 Miscellaneous _................................. 5 w 
Pneumoconiosis (six anthracosis). 8 Cardiac pathology -...............-....... 34 n 
I his cacsiniciedlaiecwengnniilipabiemnh 2 _ o 
III 5. occialaiasnichieeciccipcstindianaincl 1 98 ~ 
la 
a 
and N 
CLINICAL PATHOLOGIC CONFERENCE ; 
The University of Oklahoma School of Medicine a 
Presented by the Departments of Pathology and Pediatrics y 
HowarpD C. Hopps, M.D. AND HENRY B. STRENGE, M.D. b 
OKLAHOMA CITY, OKLAHOMA Y 
m 
DR. HOPPS: The case for this morning months prior to the onset of the patient’s tt 
represents a disease of considerable import- illness. The mother and other children were el 
ance; one which is a fairly common cause said to be well. The mother had recently had th 
of death, not only among infants and chil- a chest x-ray reported as negative. g' 
dren, but among adults as well. We are glad Physical Examination: The child was in t 
to have Dr. Strenge with us to discuss and fair state of nutrition, very irritable, and “ 
analyze the clinical aspects of this case. had a dry cough. No light reflexes were vis- t 
PROTOCOL ible in the ears, but there was no discharge ™ 
Patient: N. L. C., five month Mexican from the ears. There was marked rigidity 
female, admitted March 11, 1947; died of the neck and back, but Kernig’s sign was S 
March 20, 1947. negative. The lungs were clear to percussion “ 
Chief Complaint: Cough, fever, general and auscultation. The heart was negative. di 
irritability. The liver was palpable two fingers breadth “ 
Present Illness: On February 1, 1947, the below the right costal margin, and the spleen pe 
child seemed to develop a “head cold” and three fingers breadth below the left costal a 
vomited. She became irritable and slept margin. There were no statements concern- al 
poorly. There was no fever or diarrhea. Four ing the consistency, tenderness, etc., of these th 
days later she was seen by a physician and organs. of 
treated for a head cold. She did not improve Laboratory Data: On March 12, 1947, the | 4 
and in the latter part of February began to urine showed a trace of albumin, some amor- br 
run a fever. Her physician then performed phous casts, and three to five WBC’s per ec 
a bilateral myringotomy. Following this the HPF. Hemoglobin was 9.5 Gm. RBC 3,750,- of 
ears drained for several days and there was 000. WBC 11,940 with 63 per cent polys, 25 re 
some general improvement. However, two per cent lymphocytes, 11 per cent monocytes, m 
weeks prior to admission she became worse and one basophil. Spinal fluid: globulin nega- | 
and developed a dry cough which was still tive, protein 20, chlorides 690, sugar 72. al 
present on admission. There were no cells. A Gram stain revealed ev 
Past History: Full term spontaneous de- no organisms and culture of the fluid did th 
livery. Birth weight, six pounds; bottle fed not produce any growth. There was no pel- [| 4), 
with a formula containing pasteurized milk. licle formation, and no acid-fast organisms pl 
She received cod liver oil and orange juice on direct smear. A blood Mazzini test was | pj 
regularly. There had been no immunizations. negative. in 
The following statement appeared in the Clinical Course: On admission spinal taps th 
chart: “Chicken pox four weeks ago?”, with- at three different levels were bloody. On the 
out comments. following day spinal tap showed clear fluid hi 
Family History: The father died, sup- under increased pressure with the above pe 
posedly from pulmonary tuberculosis, two mentioned findings. Chest x-ray the follow- sil 
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ing day was interpreted as miliary tuber- 
culosis. Penicillin, 15,000 units, was given 
every three hours. A tuberculin patch test 
was positive. The patient’s condition was 
recognized as being critical shortly after 
admission. Her temperature ran an irregu- 
larly septic course with spikes of increasing 
heights, reaching 104° to 105° during the 
last four days. A nurse found her dead at 
approximately 2:03 p.m. on March 20, 1947. 
No new signs or symptoms had developed 
that day. 
CLINICAL PRESENTATION 

DR. STRENGE: The diagnosis in this case 
seems rather obvious and I shall proceed on 
the assumption that things were as the 
clinicians recorded them and as they have 
been presented to us here. The fact that this 
is a five month old Mexican female is suffici- 
ent in itself to suggest several diseases; 
malnutrition, perhaps some blood dyscrasia, 
tuberculosis and syphilis. Though such gen- 
erializations are on a very broad plane, our 
thinking is nevertheless directed in these 
general channels. We read further to learn 
that this child had fever, cough and general 
irritability. This helps us very little since 
these complaints, in infants, commonly ac- 
company a wide variety of conditions. 

Apparently the present illness began ap- 
proximately five weeks before admission to 
the hospital, to run a total course of but six 
weeks. This helps to eliminate a number of 
diseases which either run a more fulminating 
course, or are much more chronic than the 
case at hand. Symptoms interpreted as “head 
cold” with vomiting may accompany almost 
any infectious disease in its inception. That 
there was nothing very striking in the onset 
of this disease is borne out by the fact that 
the attending physician was not impressed 
by the physical findings. The subsequent 
course of this child’s illness brings out one 
of the most important things to consider in 
relation to a “common cold,” namely, that it 
may not be a common cold at all. The state- 
ment that a myringotomy was performed 
and the ear drained is rather difficult to 
evaluate without any description of what 
the ears looked like. It is quite possible that 
the child did have otitis media and this com- 
plicated what was originally an upper res- 
piratory infection. Although there was some 
improvement, this did not substantially alter 
the course of the disease. 

There is little to comment on in the past 
history except for the statement, “Chicken 
pox, four weeks ago?’’. This indicates to me 
simply that the child had some skin eruption. 
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Leaving this for a moment and going into 
the family history we find something that is 
very pertinent indeed—the father died, sup- 
posedly of pulmonary tuberculosis, approxi- 
mately two months before onset of the pres- 
ent illness. If we assume that the father had 
intimate contact with his infant daughter, 
the importance of this is hard to overstress. 
Simply on the basis of this past history, we 
are forced to consider the probability of tu- 
berculosis in this infant. I mentioned pre- 
viously the fact that a Mexican nationality 
brought up the question of tuberculosis. This 
is because the economic status of most Mexi- 
cans in this country is of rather low order, 
so that not only tuberculosis is more fre- 
quent, but that opportunity of cross infection 
within the family is much more apt to occur 
because of crowded living conditions. This, 
obviously, is no reflection on the nationality 
as such. Since we have a very definite lead 
that the child might have had tuberculosis 
the question arises, are there skin lesions of 
tuberculosis which may resemble those of 
chicken pox? Yes. Tuberculids may appear 
which are of maculo-papular type and which 
may rather closely simulate the lesions of 
chicken pox. There is some question as to 
whether they are a strictly allergic reaction 
or possibly the manifestation of hematogen- 
ous dissemination with the skin lesions a 
direct effect of tubercle bacilli at that site. 
If the lesions were tuberculids there should 
have been some evidence of them at the time 
of admission to the hospital. These are not 
described and this is somewhat against the 
diagnosis of tuberculous skin lesions. 

Upon considering the physical examina- 
tion, we note first that the child was fairly 
well nourished. Since the duration of illness 
was only a few weeks, we conclude that there 
had not been sufficient time to develop ob- 
vious signs of malnutrition. The dry cough 
which was described is not a usual symptom 
of tuberculosis in infants, but might have 
followed involvement of tracheo-bronchial 
lymph nodes with compression of air pas- 
sages. Tuberculous otitis media is more com- 
mon than is ordinarily considered, and it is 
possible that the otitis media described was 
tuberculous. Strongly against this, however, 
is the fact that the ears cleared up after 
myringotomy, and stopped draining. Char- 
acteristically tuberculous otitis media is a 
very chronic lesion and ordinarily there are 
multiple perforations of the drum. Rigidity 
of the back points toward meningitis, but 
interpretation of signs of meningeal irrita- 
tion is quite difficult in a five month old in- 
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fant. The fact that the Kernig’s sign was 
negative would not rule out meningitis. Con- 
versely, the finding of stiffness of the back 
would not necessarily make a diagnosis of 
meningitis. We find such signs frequently 
in acute infectious lesions involving the 
lungs, etc. These may simply reflect general- 
ized irritability and hypertonicity. The state 
of the fontanel in an infant of this age is 
very important in influencing our final de- 
cision. If the fontanel is depressed, even in 
the presence of rigidity of the neck, I would 
be inclined to discount the rigidity as a 
manifestation of meningitis. 

In no case of this sort would I wish to 
make a final decision without an examination 
of the spinal fluid. It is stated that the lungs 
were clear to physical examination. This 
does not at all rule out the possibility of 
pulmonary tuberculosis. We find a clear chest 
in infants suffering tuberculosis at least as 
often as we find significant physical abnor- 
malities except in the terminal stages of the 
disease. The liver and spleen were both 
palpably enlarged. This helps considerably in 
strengthening our diagnosis since tubercu- 
losis is one of the common causes of splenic 
and hepatic enlargement as a consequence of 
miliary tuberculosis. Syphilis is another dis- 
ease which might produce these changes. 
Malignant neoplasia might be considered but 
this seems a remote possibility. 

The urinary findings of slight proteinuria 
is compatible with any mild febrile illness. 
Similarly, the anemia, white count and dif- 
ferential are not significant. The apparent 
increase in monocytes is vaguely suggestive 
but I doubt that we would pay much atten- 
tion to it if we weren’t thinking primarily 
of tuberculosis. Spinal fluid findings are im- 
portant, but most of these here seem to be 
within normal limits. The low protein con- 
tent, the relatively normal chlorides and 
sugar is rather against tuberculosis. Finally, 
the spinal fluid cell count would largely rule 
out active tuberculous involvement of the 
meninges. It is stated further that no pel- 
licle was formed in the fluid. This is not a 
pathognomonic sign, nor does its absence 
necessarily rule out tuberculous meningitis. 
Pellicle formation is largely a manifestation 
of increased protein content, particularly 
fibrinogen. We do not expect a pellicle to 
form in any spinal fluid with low protein 
content. One may observe pellicle formation 
in spinal fluid with other types of meningitis, 
but there the fluid is usually cloudy because 
of the high cell count. In tuberculosis, the 
large amount of protein is disproportionate 
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to the number of inflammatory cells so that 
we do see the rather characteristic picture 
of pellicle formation in a fluid that is rela- 
tively clear. 

The child was treated with penicillin for 
its cough and fever without much effect. 
This helps further in eliminating from our 
consideration what we might term non-spe- 
cific infectious processes. The chest x-ray 
was read as showing miliary tuberculosis. I 
accept that as being compatible with the 
other findings and conclusive evidence of 
pulmonary tuberculosis with hematogenous 
dissemination and probable tuberculous men- 
ingitis as a terminal event. 

CLINICAL DISCUSSION 

QUESTION: In regard to examination of 
the spinal fluid which was done some time 
before death, is it possible that tuberculous 
meningitis was present, but not sufficiently 
advanced at that time to give the charac- 
teristic changes? 

DR. STRENGE: We have evidence of in- 
creased intracranial pressure and this might 
have been an effect of a tuberculoma which 
during the last eight days of the child’s life 
perforated into the spinal fluid only at that 
time to give rise to tuberculous meningitis. 
Under those circumstances the earlier punc- 
ture would have missed such changes. There 
is no physical finding upon which I could 
positively make a diagnosis of tuberculous 
meningitis. On the basis of probability how- 
ever, since most all children of this age who 
die of miliary tuberculosis have a co-exist- 
ing tuberculous meningitis, I feel relatively 
safe in including this in the diagnosis. 

One thing that I neglected to mention was 
the positive tuberculin patch test. Clinically, 
we feel rather fortunate when we obtain a 
positive tuberculin test in cases of this sort 
because, with overwhelming tuberculous in- 
fection, the tuberculin test frequently be- 
comes negative after five or six weeks (in 
the terminal phase), the so-called anergic 
stage of the disease. 

QUESTION: Do you expect generalized 
lymphadenopathy in miliary tuberculosis? 

DR. STRENGE: We often see lymphadeno- 
pathy in miliary tuberculosis, but it is not 
a specific finding and there are many cases 
which do not show it. Childhood tuberculo- 
sis is a disease which involves lymph nodes 
but the involvement may be limited to the 
mediastinal or abdominal lymph nodes, de- 
pending upon the point of entry. 

QUESTION : How often do you encounter a 
positive skin test in infants with miliary 
tuberculosis ? 
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DR. STRENGE: I would say in about two- 
thirds of the cases. 


ANATOMIC DIAGNOSIS 

DR. HOPPS: From a morphologic stand- 
point this was a rather typical case of mili- 
ary tuberculosis. The lungs together weigh- 
ed 290 grams, approximately four times the 
normal. They were discolored, dark reddish 
purple, and many grayish white nodules ap- 
proximately the size of a millet seed (0.2 
cm.), could be seen scattered diffusely under- 
neath the pleural surface and on all cut 
surfaces. Thus the picture was quite typical 
of hematogenous miliary tuberculosis. 

In the lateral aspect of the right upper 
pulmonic lobe there was a tubercle which 
was quite different from the others. It was 
0.8 x 0.7 cm., much larger than any of the 
others. This tubercle was sub-pleural and 
presented the characteristic picture of a 
primary tuberculous affect. The hilar lymph 
nodes which drained this area were marked- 
ly involved and as large as 1.5 cm. They 
were largely replaced by tuberculous granu- 
lation and caseous tissue. The large sub- 
pleural tubercle, together with the involved 
mediastinal lymph nodes, comprised the pri- 
mary tuberculous complex which represent- 
ed the initial localization of the tuberculous 
lesion in the lung and the secondary spread 
to the lymph nodes draining the involved 
area. This, then, was the lesion from which 
tubercle bacillae spread to the rest of the 
body. 

The spleen was enlarged about two and 
one-half times. The liver too was enlarged 
about two times, and these organs, as well 
as the kidneys, presented on multiple cut 
surfaces the tiny grayish white nodules so 
characteristic of miliary tuberculosis. A 
somewhat unusual lesion was found in the 
abdomen, in the periaortic lymph nodes near 
the head of the pancreas. These lymph nodes 
were also markedly involved by the tuber- 
culous process. As a rule, we don’t see this 
involvement if the primary tuberculous com- 
plex is within the lung. This was probably 
an effect of an unusual spread of lymph 
from the lung drainage through the dia- 
phragm to involve the periaortic lymph 
nodes. Under such circumstances we could 
consider these periaortic lymph nodes as a 
part of the primary tuberculous complex. 

The brain was carefully examined. It was 
first apparent that there was a moderate 
excess of cerebrospinal fluid, and that is the 
same finding that was observed clinically, 
as reflected in increased intercranial pres- 
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sure. We were somewhat disappointed that 
the brain showed no spectacular lesions, but 
careful inspection of the base did reveal an 
occasional tiny miliary tubercle within the 
leptomeninx. This is pertinent to the dis- 
cussion about spinal fluid changes in tuber- 
culous meningitis; the meningitis was mini- 
mal at the time that this child died. 

Histologic studies confirmed our gross 
impression of minimal tuberculous menin- 
gitis and there was such slight exudation 
that it could hardly have been expected to 
alter the character of the spinal fluid at the 
time that the study was made. 

What of the pathogenesis of tuberculous 
meningitis in this case? You will recall that 
this is a somewhat controversial subject and 
that there are two major schools of thought. 
One, championed by Dr. Arnold Rich, of 
Johns Hopkins University, is to the effect 
that tuberculous meningitis is usually a con- 
sequence of a tuberculoma or tubercle of the 
brain proper with extension and finally rup- 
ture into the leptomeninges. According to 
this thought, tuberculous meningitis is sec- 
ondary to a well established lesion within the 
brain substance. Others are of the opinion 
that tuberculous meningitis is a direct conse- 
quence of hematogenous dissemination and 
that it does not require the intermediate step 
of a tuberculous lesion in the brain sub- 
stance. In this case the brain was sectioned 
serially at 0.5 cm, intervals and we were 
rewarded by finding a sub meningele tu- 
bercle 0.3 cm. in diameter which was defi- 
nitely older than any of those in the men- 
inges. It appears that this was the immediate 
source of the tuberculous meningitis. Our 
final atatomic diagnosis was: 

Primary pulmonary tuberculous complex, 

recent, active, right upper lobe 

Miliary dissemination to lungs, spleen; 

liver, peripancreatic lymph nodes; ad- 
renal glands; kidneys and diaphrag- 
matic pleura 

Caseous tubercle within the substance of 

the cerebellum with tuberculous menin- 
gitis. 
DISCUSSION 

QUESTION : What is the age of the tubercle 
in the brain as compared with the tubercles 
throughout the rest of the body? 

DR. HOPPS: Certainly it is not so old as 
the primary tuberculous complex of the 
lungs. It is about as old as the older ones 
found in the spleen and other portions of 
the lungs as a consequence of hematogenous 
dissemination. This brings up the point of 
tuberculous bacillemia as the means by which 
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tubercle bacillae can circulate through the 
blood and localize in the various organs 
without necessarily producing the clinical 
picture of miliary tuberculosis. This locali- 
zation with subsequent proliferation may 
ultimately cause death on the basis of local 
reaction. Such manifestations of tuberculous 
bacillemia are frequent and they may pre- 
sent in the form of Pott’s disease if the focus 
of tuberculous involvement was in the dorsal 
spine. If, on the other hand, localization oc- 
curred in the suprarenal glands, Addison’s 
disease might develop years following the 
initial infection. I reconstruct the sequence 
of events in this way; that early in the 
course of the child’s life it contracted tu- 
berculosis from its father, and that the pri- 
mary tuberculous complex in the lung gave 
rise to tuberculous bacillemia with spread 
of tubercle bacilli to other organs including 
the brain, but without clinical evidence of 
the disease miliary tuberculosis and without 
evidence of serious illness. The tuberculous 
process in the lungs continued to grow lead- 
ing to a rather heavy seeding of the blood 
stream and a clinically evident miliary tu- 
berculosis, which actually occurred after the 
tubercle in the brain had become established. 
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Finally, the tubercle in the brain extended 
to and involved the leptomeninx producing 
tuberculous meningitis. Does this seem logi- 
cal to you, Dr. Strenge? 


DR. STRENGE: Yes. Could you determine 
for us approximately the age of the oldest 
tuberculous lesion in order that we may cor- 
relate it more precisely with the clinical 
findings ? 

DR. HOPPS: This is rather difficult to do. 
The clinical symptoms were approximately 
of six weeks duration and I would place the 
age of the oldest tubercle at perhaps 10 to 14 
weeks, so that on the basis of this, it would 
appear that the clinical manifestations oc- 
curred rather soon after infection. 


DR. STRENGE: One comment that is very 
much in order here pertains to the social 
aspects of tuberculosis in general and to the 
fatal illness of this patient in particular. I 
think it is evident to us all that if the tuber- 
culosis from which this father suffered had 
been diagnosed, and if the father had been 
isolated, and not allowed intimate contact 
with his child, that the infant we have dis- 
cussed this morning would be alive and well 
today. 





SUNDAY, MAY 16, 1948 


A.M.—Council Meeting 


_ 
—) 


Sd tw 


Hotel 


on 


P.M.—House of Delegates, Crystal Room, Skirvin Hotel 
P.M.—Academy of General Practitioners, Wilson Room, Skirvin Hotel 
P.M.—Buffet Dinner, Oklahoma County Medical Society, Continental Room, Skirvin 


P.M.—Class of 1938 Dinner Dance, Venetian Room, Skirvin Hotel 
P.M.—House of Delegates, Crystal Room, Skirvin Hotel 


MONDAY, MAY 17, 1948 


— 


ASM Re kK WOO 


A.M.—House of Delegates (if third meeting is necessary) 
A.M.—Scientific Program, Convention Hall, Skirvin Tower Hotel 
P.M.—Roundtable Luncheon, Crystal Room, Skirvin Hotel 

P.M.—Golf Tournament, Oklahoma City Golf and Country Club 
P.M.—Skeet Shoot, Oklahoma City Golf and Country Club 
P.M.—General Scientific Session, Convention Hall, Skirvin Tower Hotel 
P.M.—O. U. Alumni Fellowship Hour, Continental Room, Skirvin Hotel 
P.M.—O. U. Alumni Banquet, Venetian Room, Skirvin Hotel 


TUESDAY, MAY 18, 1948 


A.M.—Breakfast Past Presidents 


_ 
COOnwmnm oo 


A.M.—Scientific Program, Convention Hall, Skirvin Tower Hotel 
P.M.—Roundtable Luncheon, Crystal Room, Skirvin Hotel 

P.M.—Scientific General Session, Convention Hall, Skirvin Tower Hotel 
P.M.—Dinner Honoring Guest Speakers and Sponsors, Wilson Room, Skirvin Hotel 
P.M.—Scientific Symposium, Crystal Room, Skirvin Hotel 


WEDNESDAY, MAY 19, 1948 


—_ 
“It bo Nw Oo 


A.M.—Scientific Program, Convention Hall, Skirvin Tower Hotel 
P.M.—Roundtable Luncheon, Crystal Room, Skirvin Hotel 

P.M.—Meeting’ of Officers of County Societies 

P.M.—General Scientific Session, Convention Hall, Skirvin Tower Hotel 
P.M.—President’s Inaugural Dinner Dance, Silver Glade Room, Skirvin Tower Hotel 
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...a considerable reservoir of 


unsuspected and unreported 





amebiasis has been brought back 


to the United States. 


| clinicians and roentgenologists to be on the alert 
for signs of this disease, Wilbur and Camp? note the frequency 
with which the radiologist finds unsuspected lesions, 
ultimately diagnosed as amebiasis. 
Diodoquin . . . high-iodine-containing amebacide . . . 
“is a valuable addition to the therapeutic remedies available 
for the treatment of this insidious and intractable disease.’’’ 
Diodoquin may be employed in acute or latent forms 
of amebiasis. Relatively nontoxic, well tolerated, 
Diodoquin does not produce unpleasant purgation 
and may be administered over prolonged periods. 


@j. DIODOQUIN SEARLE 


Canin -dii “vr i li | 
(5,7-diiodo-8-hydroxyquinoline) RESEARCH 


1. Editorial: The Problem of Amebiasis, J.A.M.A. 134:1096 | IN THE SERVICE 
(July 26) 1947. | 
2. Wilbur, D. L., and Camp, J. D.: Amebic Disease of the | OF MEDICINE 
Cecum: Clinical and Radiological Aspects, Gastroenter- 
ology 7:535 (Nov.) 1946. 
Morton, T. C. St. C.: Diodoquin for Chronic Amoebic Dys- | Diodoquin is the registered trademark of 


entery in Service Personnel Invalided from India, Brit. M.J. | @. D. Searle & Co., Chicago 80, iinet 


| 


1:831 (June 16) 1945. j 
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To serve as the President of the Oklahoma State Medical 
Association is both an honor and an experience that no one who 
has served in that capacity will ever forget. 


From the quietness of your private practice you overnight 
become an authority on public relations, advertising, radio, in- 
surance, the law, a parliamentarian, a father confessor, etc., and 
then all of a sudden you realize you will soon be a past president. 
Your thoughts immediately go to the many things you had hoped 
to accomplish and in which you failed. You review the future to 
see what it holds and it is with a mingling of pride and joy that 
you think of the many physicians who are ready to carry on. You 
think of the unselfishness of those who have helped you during the 
year and you soon realize that the principles of medicine transcend 
the stature of the individual and that so long as medicine survives 
as an art there is little to fear for the future. 


To the individual members and the county societies I pay 
homage. In their strength lies the strength of our profession. 


In retiring as President I pledge my support to those who 
will succeed me and I know full well that all of their time and 
energies in the development of their profession will be well repaid. 
I have found it so. 


<3 RD tio, 


President. 
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As the engineer trusts 
his signals .. . 
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ANNUAL MEETING REVIEW 


Approximately 1000 Oklahoma physicians 
are expected to attend the 55th Annual Meet- 
ing of the Oklahoma State Medical Associa- 
tion which opens in Oklahoma City Monday, 
May 17, and closes with the President’s 
Inaugural dinner-dance Wednesday night, 
May 19. 

Section meetings, general sessions, sym- 
posium, technical exhibits, scientific exhibits 
will be included in the scientific part of the 
program with a golf tournament, skeet shoot, 
buffet dinner, dinner-dance and other events 
on the entertainment schedule. A complete 
program of activities has also been planned 
for the Women’s Auxiliary of the O.S.M.A. 


The House of Delegates will convene on 
Sunday, May 16, at the Crystal Room of 
the Skirvin Hotel with the first meeting 
slated for 2 p.m. and the second for 8:30 
p.m. The Council will convene on call by the 
President. Paul B. Champlin, M.D., Enid, is 
president of the Oklahoma State Medical 
Association and C. E. Northcutt, M.D., Ponca 
City, is president-elect. Lewis J. Moorman, 
M.D., is secretary-treasurer and George H. 
Garrison, M.D., is speaker of the House of 
Delegates. Both are from Oklahoma City. 

Guests speakers include: Laman Gray, 
M.D., Louisville, Ky., obstetrics and gynecol- 
ogy, assistant professor of obstetrics and 
gynecology, Louisville University; Vincent 
Vermooten, M.D., Dallas, Texas, urology, 
professor of urology, Southwestern Univer- 
sity School of Medicine; Franklin H. Top, 
M.D., Detroit, Michigan, public health, di- 
rector Herman Kiefer Hospital, clinical pro- 
fessor of preventive medicine, Wayne Uni- 
versity, extramural lecturer in epidemiology, 
school of public health, University of Michi- 
gan; Richard B. Cattell, M.D., Boston, Mass., 
surgery, general surgery Lahey Clinic, Bos- 
ton, surgery New England Baptist Hospital, 
surgeon-in-chief, New England Deaconess 
Hospital ; 

Jack R. Ewalt, M.D., Galveston, Texas, 
neuro-psychiatry, professor of neuro-psychi- 
atry University of Texas, Galveston, director 
Psychopathic Hospital, University of Texas, 
civilian consultant to Brooke Army Medical 
Center; A. W. McAlester, III, M.D., Kansas 
City, Mo., ophthalmology ; L. Henry Garland, 


M.D., San Francisco, Calif., radiology, presi- 
dent Radiological Society of North America, 
secretary California State Medical Associa- 
tion, associate clinical professor of medicine 
and radiology at Stanford, radiology St 
Joseph Hospital, consultant Lederman Gen 
eral Hospital; Helen Taussig, M.D., Balti 
more, general medicine, Johns Hopkins Hos 
pital, outstanding specialist congenital heari 
disease; Arild Hansen, M.D., Galveston 
Texas, pediatrics, chairman department oi 
pediatrics, University of Texas School oi 
Medicine, director of child health program 
University of Texas. 

Speaker at the President’s Inaugural Din- 
ner Dance to be held in the Silver Glade 
Room of the Skirvin Tower Hotel is Alan R 
Motiz, M.D., of the Department of Lega! 
Medicine, Boston, Mass. He will speak on 
“Medicine’s Contribution to Crime Detec- 
tion.” 

Complete convention program appears in 
the April, 1948, issue of the Journal but a 
summary program appears elsewhere in this 
issue. 





WOMEN’S AUXILIARY 


Registration for the Women’s Auxiliary 
will be held Sunday, May 16, mezzanine, 
Skirvin Hotel, from 4:00 to 6:00 p.m. and 
from 10:00 a.m. to 3:00 p.m. Monday, May 
17, and from 5:00 to 7:00 p.m. Monday. 

A tea will be given by Governor and Mrs. 
Roy J. Turner at the Governor’s Mansion 
from 3:00 to 5:00 p.m. May 17. The execu- 
tive board meeting will also be held on Mon- 
day at the home of Mrs. Ray Balyeat. 

Following registration on May 17 from 
9:30 to 1:30 a.m., the business meeting will 
begin at 9:45 a.m. at the Continental Room, 
Skirvin Hotel. Report of county presidents 
will be given and Mrs Ollie McBride will 
give a report on the American Medical As- 
sociation convention. Mrs. Ray Balyeat will 
give the Southern Medical Association re- 
port. At 12:15 p.m. the same day a luncheon 
and style show will be held at the Venetian 
Room of the Skirvin Hotel. Mrs. Olin S. 
Cofer, president of the Southern Medical 
Association Auxiliary will speak on “Love, 
Friendliness and Good Fellowship.” 
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only 
two or 
three 
drops 


PRIVINE 


A DISTINGUISHED NASAL VASOCONSTRICTOR 


high potency Only twoor three drops of the 0.05 per cent solution of Privine hydrochloride usually 
give prompt and complete relief of nasal congestion and hypersecretion. 


prolonged action The effect of each application of Privine provides two to six hours of nasal 
comfort, thus avoiding the inconvenience of frequent re-application. 


bland and non-irritating Privine is prepared in an isotonic aqueous solution buffered to a pH 
of 6.2 to 6.3. Artificial differences in osmotic pressure between solution and epithelium 
are avoided; stinging and burning are usually absent. 


relatively free from systemic etfects Although a sedative effect is occasionally noted in 
infants and young children — usually after gross overdosage — Privine is 
generally free of systemic effect. The absence of central nervous stimulation permits 
the use of Privine before retiring without interfering with restful sleep. 


@CIBA PHARMACESTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


So Privine 0.05 per cent for all prescription purposes; 0.1 per cent strength reserved for office procedures. 


Ciba ® 


PRIVINE (brand of naphazoline) Trade Mark Reg. U.S. Pat. Of. 
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GENERAL NEWS 











SPECIAL TRAIN TO A.M.A.- 
CANADA IN JUNE 


Oklahoma and Kansas physicians once again may 
attend the A.M.A. convention scheduled this year for 
June 21-25 at Chicago, via a Special Train sponsored 
by the two state medical associations. 

A special post-convention tour to Canada has been 
arranged for ‘‘special-train passengers’’ by the Rainbow 
Travel Service of Oklahoma City. This is the third trip 
handled by the Rainbow Travel Service for Cklahoma 
Physicians and their families and an interesting all- 
expense, 13-day vacation tour has been set up. 

It is important that all interested contact the Rainbow 
Travel Service or the Executive Office of the Oklahoma 
State Medical Association for early reservations. See 
Rainbow’s ad in this issue of the Journal for further 
details. 

Included in the cost of the trip are round-trip first 
class rail tickets and Pullman accommodations, all meals 
from Chicago back to Chicago on post-convention tour 
except one luncheon at Calgary on July 5, the finest 
hotels—Jasper Park Lodge, Chateau Lake Louise, Banff 
Springs Hotel, complete sight-seeing as specified in 
itinerary, transfers of person and luggage at all points 
throughout post-convention trip after leaving Chicago 
back to Chicago, tipping for all luggage handling 
throughout tour. 

Round trip fares from Oklahoma City are: two in 
lower (each) $395.50; one in upper $408.75; one in 
lower $421.00; two in compartment (each) $441.70; 
two in drawing room (each) $466.05; three in drawing 
room (each) $435.70. The Santa Fe Texas Chief will 
leave Oklahoma City for Chicago June 19 at 6:00 p.m. 


BLUE CROSS AND BLUE 
SHIELD REPORTS 


At least one out of every 10 Oklahoma residents is 
now protected by the Oklahoma Blue Cross Plan of pre- 
paid hospitalization insurance, according to the recent 
official 1947 Annual Report released by Group Hospital 
Service of Oklahoma. As of December 31, 1947, Blue 
Shield, Oklahoma Physicians’ Service, allied plan of 
surgical and obstetrical care insurance, indicates a 
greater than three percent of total population enroll- 
ment figure with a remarkable increase of more than 
40,000 enrolees during the year 1947. 

Total state enrollment as of the end of 1947 numbers 
213,278 persons in Blue Cross and 63,661 enrolled in 
O.P.S. 1947 completed the third year of operation of 
O.P.8. 

The two prepayment programs show substantial gains 
in contingency reserves to give added strength and 
sound finance to the p'ans, It is anticipated that Group 
Hospital Service contingent reserves will not increase 
during 1948 until adjustment has been made of mem- 
bership paid dues. The difference will be reflected in 
increased payments to members hospitals under an ad 
justed formula. December 31, 1947, financial reports 
indicate Blue Cross assets at $430,381.43 and Oklahoma 
Physicians’ Service assets valued at $80,229.64. Total 
income for Blue Cross equalled $1,227,650.53 and O.P.S. 
$280,388.48 for 1947. Out of these income amounts, 72.3 
percent was paid to hospitals by Blue Cross and 74.7 
percent to physicians by O.P.S. Fourteen and four-tenths 





percent was used for the cost of operation of Blue Cros: 
and the remaining 13.3 percent added to contingent 
reserve as was the 10.9 percent remainder of O.P.S. 

From the original year’s operational high percentag: 
costs of 1940 of 79.4 percent of income, Blue Cros 
has now reached the 14.4 percent level to reflect a grea 
increase in funds available for additional hospitaliza 
tion benefits to subscribers. 

A statistical study of the detailed information in th 
Blue Cross report indicate that the average number o 
days spent in the hospital has decreased to 5.7 day 
per care from an original average of seven days pe 
ease in 1940. Average costs have risen from $4.98 in 
1940 to $6.41 in 1947 in member hospitals. 

The largest number of Blue Cross cases are tonsiliti 
with tonsilectomy (15 percent) and pregnancy with de 
livery (13.4 percent). These are followed by respirator 
diseases, diseases of genito-urinary system, injuries, an 
poisonings. Longest average stay cases are disease 
diagnosed as peculiar to the first year of life, havin; 
an average stay of 15.4 days. Neoplasms and _ herni: 
have approximate 10 days average stays. Pregnancie 
average 7.5 days of hospitalization. 

Oklahoma Physicians’ Service at the close of three 
years of operation is progressing to a complete surgical! 
and obstetrical program. Officials of the plan are antici- 
pating an expansion of O.P.S. to such an extent that 
the services of a full-time medical director will be 
necessary to insure proper administration. 

Utilization figures also indicate that tonsilectomies 
lead the number of cases served by O.P.S. Thirty-two 
and five tenths of the total cases paid were tonsilec 
tomies. Genito-urinary system diseases show 16.7 per 
cent utilization, injuries and poisonings 9.8 percent, and 
pregnancies 7.9 percent. A total of 4,277 cases wer 
served by O.P.S. during 1947. 

Out of a total $259,144.00 of physicians’ changes t 
O.P.S. insured patients, $190,714.25 was paid in 1947 
representing a percentage of 64.6 for the state during 
the vear. 


REPORT OUTLINED 


The executive committee and council of the Southern 
Medical Association has just released its official repor 
after lengthy consideration of trends in the relationshi 
between physicians and hospitals. The committee point 
out the following facts and suggestions. 

Since many hospitals have taken over pathology, lab 
oratory work, anesthesia, diagnostic x-ray work and in 
some instances x-ray therapy, collecting directly fron 
the patients and paying the pathologist, radiologist, o1 
anesthesiologist either on a percentage basis or salary 
the question before the medical profession today is how 
soon will it be before the same condition is extended te 
medicine, surgery, obstetrics and other specialties. 

Many teaching hospitals connected with large medical 
schools are paying their teaching staffs on a salary 
basis, collecting their fees and placing the excess in 
hospital or school deficits, 

In many government built hospitals or hospitals par- 
tially financed by governments, very often which the 
physicians in the community have made possible, the 
lay boards have gradually taken over the policy of the 
hospital and have dictated to the staff, not only manage 
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DO 

You 
KNOW 
WHAT 
THESE 
SYMBOLS 
STAND | 
FOR? 


exalt 


YOU CAN DEPEND ON 
ANY DRUG PRODUCT THAT 
BEARS THE NAME REXALL. 


Samuel Plimsoll fought bitterly against the 
overloading of merchant ships which caused 
disasters at sea. From his fight came this 
symbol. It sets a limit beyond which a ship 
may not be burdened. To the seaman, this 
“Plimsoll mark” is a symbol of safety through 
rigid control. 


Another symbol of safety through rigid 
control is the blue and white symbol of Rexall. 
About 10,000 conveniently located, independ- 
ent drug stores display the familiar Rexall 
sign. It is your assurance of reliable pharma- 
ceuticals and superior pharmacal skill in their 
compounding. 


REXALL DRUG COMPANY 
LOS ANGELES, CALIFORNIA 
PHARMACEUTICAL CHEMISTS FOR MORE THAN 45 YEARS 
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ment problems, but those of nursing and medical serv 
ices. The gradual increase of veterans hospitals, in which 
the resident staff is paid on a salary basis, has hypno- 
tized an increasing number of physicians into selling 
their independence for so-called security. 

State and national hospital associations are attended 
less and less by physicians and there have been in- 
creasing discussions of medical matters, and in a few 
instances scientific papers have been presented. It is 
the feeling of many hospital managers (who are paid 
on a salary basis) that the physician is receiving too 
much and should be placed also on a salary basis. In 
the past, many hospitals were owned and run by phy- 
sicians but this has gradually changed and some hospital 
service organizations (prepayment insurance plans) have 
sold medical service along with hospital service. 

The 8.M.A. has sent a questionnaire to all physicians 
in the South in an attempt to obtain information on 
community and state trends and laws on the practice 
of medicine. 

First of all, physicians should be informed of the 
facts, the 8.M.A. advises, and physicians are urged to 
organize their own communities and states to combat 
this danger and to amend state laws if necessary. Action 
through the house of delegates of state medical associa- 
tions is encouraged in an effort to influence the American 
Medical Association to require for hospital recognition 
that the hospitals do not practice medicine. It is also 
suggested that the state medical associations appoint 
special committees, whose duty shall be to appraise and 
prepare a report of the physician, hospital and medical 
school relationship in their respective states. Lastly, 
the report states that each society should see that 
medical service is not included in hospital service pro- 
grams and, if so, transferred back to medical service 
where it belongs. 





TRUDEAU SOCIETY ISSUES 
OFFICIAL STATEMENT 


A statement of policy adopted by the executive com- 
mittee of the American Trudeau Society, medical sec- 
tion of the National Tuberculosis Association, empha- 
sizes that further studies are necessary to determine 
the true value of BCG and points out that the vaccine 
cannot be regarded as a substitute for approved health 
measures to protect the public from tuberculosis. Until 
additional information is obtained, vaccination of the 
general population cannot be recommended except for 
carefully controlled investigative programs, several of 
which are now under way. These programs, the state- 
ment suggests, are usually best carried out under the 
auspices of official agencies, such as the U. 8S. Public 
Health Service, state and municipal health departments 
and other especially qualified groups. 


May, 1948 


Although studies thus far made indicate that the 
incidence of tuberculosis may be reduced when groups 
likely to develop the disease because of unusual exposure 
to tuberculosis are vaccinated, the statement points out 
that the degree ef protection afforded the individual is 
not complete and the duration of relative immunity is 
now known. 

While the vaccine, when prepared under ideal 
conditions and administered to tuberculin-negative per- 
sons by approved techniques, may be considered harmless, 
the statement does not advocate that BCG be made 
available for general distribution in the United States 
at present because :(1) the most effective strain of 
BCG has not been determined nor has satisfactory 
standardization of the vaccine been achieved, (2) th: 
best qualified experts have not agreed as to the most 
effective vaccination procedure to employ and (3) full: 
satisfactory arrangements have not been perfected fi 
transportation and storage of the vaccine. 

... It is to be emphasized that BCG vaccination mus 
not be regarded as a substitute for approved hygieni 
measures or for public health practices designed t 
prevent or minimize tuberculous infection and disease 
Vaccination should be regarded as only one of the man 
procedures to be used in tuberculosis control. Vaccina 
tion seems unwarranted: (a) in areas in which th 
tuberculosis mortality rate is extremely low and (b) in 
localities in which the tuberculin test is of special valu 
as a differential diagnostic procedure. 





CLASSIFIED ADS 


FOR SALE: General Electric mobile x-ray unit, com 
plete with radiographic and fluoroscopes. Cost $1500 
Used very little. Price, $800. Write Key C, care of the 
Journal. 


FOR SALE: Operating table, stool, instruments, filing 
cabinet, set of aluminum splints (30 pieces and cases) 
medical books and journals, nurses uniforms (size 38) 
one walnut executive desk and chair, settees, an 
chairs. Write Key B, care of the Journal. 





FILM AVAILABLE 


A new teaching film entitled ‘‘ Anomalies of the Bik 
Duets and Blood Vessels: Strictures of the Commor 
Duct’’ has just been completed and is now availablk 
for loan or parchase. The motion picture is 40 minutes 
long, silent, and in color. Inquiries may be directed t 
Ethicon Suture Laboratories, Division of Johnson an 
Johnson, New Brunswick, New Jersey. 





Pueblo, Colorado 
Phone 84 





WOODCROFT HOSPITAL 


A modern institution for the scientific care and treatment of those nervously 
and mentally ill, the senile and addicts. 


Crum Epler, M.D. 
Superintendent 


Write for information 
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The advice is always 


T is an accepted medical fact that excess 
weight can impair your health and efh 
ciency, and possibly shorten your life 


One person's proper weight may be quite 
different from another's. however—even though 
their height and age are approximately the 
same. A large-boned, muscular person, for im 
stance. should weigh considerably more than a 
small boned person of the same height and age 


How much you should weigh is something 
to leave up to your doctor. Only your doctor 
can acurately judge whether your weight is 
within normal limits, or whether a loss or gain 
in weight is medically advisable 

Ii your doctor tells you that you weigh more 

than you should, it’s just good sense to do 

something about if under his supervision 

To undertake a weight-reducing program 

without proper medical guidance 1s a foolis! 


and often dangerous, thing to do 


it would be pleasant if there were some 
simple pill which would automatically and 
safely reduce your weight with no effort on 
your part. Unfortunately, no such remedy ex 
ists. So-called “reducing pills,” taken without 
a physician's advice, are usually valueless and 
may be dangerous 

One type of pill, for instance, will cause 
you to lose weight—but only for a day or 
two! Its action is to remove water from body 
tissues, thus lowering your weight. But as soon 
as the water is replaced, the extra pounds 
are back again 

Another thing to beware of, in an effort to 
lose weight, is any sort of faddist diet 

A liquid diet may often be just as fattening 

as @ normal one. A dict which concentrates 

on a particular food, and excludes most other 

Joods, may deprive you of nutritive elements 

essential to the maintenance of good health 


Makers of medicines prescribed by physicions 


COT mn RE One 8 CON 


See Your Doctor. Let him decide whether 
you should lose weight, how much you should 
lose, and how quickly. Let him tell you how 
you can do nt without starving yourself, with 
out risking your health. He can recommend a 


“SEE YOUR DOCTOR” 


well-balanced diet. He can advise you about 
exercise. If he thinks medication will be help 
ful in your case, follow his instructions about 
dosage exactly. His advice is the only advice you 
can wust in matters that concern your health. 


PARKE, DAVIS & CO. 
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NEW TUMOR CLINIC AT TULSA 

A new cancer diagnostic and treatment center formally 
opened March 2, 1948, at St. John’s Hospital, Tulsa. 
The clinic has been developed primarily for the care 
of indigent cancer patients, but care is also extended 
to the public under certain conditions. 

Organization of this service was instigated through 
the efforts of a group of Tulsa physicians who many 
months previously originated and developed a working 
plan. The program is financed by the Oklahoma Division 
of the American Cancer Society and federal funds 
administered through the Oklahoma State Department 
of Health. 

It is anticipated that approval by the American 
College of Surgeons of the eclinie’s standards will be 
forthcoming in the near future. The clinic has been 
organized with consideration of the recommended plan 
of the college and its approval requested. 

General direction of the tumor clinic is charged to 
an executive committee. Ralph A. McGill, M.D., is 
current director and other members are: John E. Me- 
Donald, M.D., treasurer; Homer A. Ruprecht, M.D., 
internal medicine; D, L. Garrett, M.D., surgery; Emil 
E. Palik, M.D., pathology; and Lucien Pascucci, M.D., 
radiology. Miss Lois Taylor serves both as secretary 
and social service representative. 

Tumor clinic medical personnel consists of regular 
Tulsa hespital staffs as approved by A.C.S., to include 
consulting specialists in all fields of medicine and sur- 
gery. 

Complete x-ray diagnostic therapy facility, radium, 
pathological and pharmaceutical laboratory service and 
nursing service is a part of the clinic. St. John’s hos- 
pital has the special types of radiological facility needed 
for the clinical operation. 

At the present time the tumor clinic operates only 
on Tuesday mornings. All patients must be referred by 
a physician. Indigent patients are cleared through the 
Tulsa Medical Clinic. Indigent service is free but fees 
are charged private patients. Complete diagnostic exami- 
nations are offered private patients and reports of 
findings are given to the physicians of private patients 
and treatment arrangements subsequently established. 

It is anticipated that the tumor clinie will not only 
serve as an excellent diagnostic and treatment facility 
but will also allow continuing study and research for 
the physicians serving as members of the medical staff. 


COURSE WELL ATTENDED 


The members of the staff of the department of pedi- 
atrics at the University of Oklahoma School of Medicine 
have begun planning a three-day course to be held 
December 6, 7 and 8, 1948, because the course that 
closed March 24 was so well attended. Forty-eight phy- 
sicians from 27 counties of the state were enrolled. 

Herbert A. Higgins, M.D., who has been in practice 
at Ardmore for 53 years was the ‘‘youngest’’ man 
attending the sessions. Waldo E. Nelson, M.D., profes 
sor of pediatrics, Temple University School of Medicine, 
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and Myron E. Wegman, M.D., professor of pediatrics, 
Louisiana State University, were guest speakers. In ad 
dition, the following members of the department of 
pediatries at the school of medicine contributed to the 
program: Clark H. Hall, M.D., chairman; Charles W 
Freeman, M.D., George H. Garrison, M.D., Bela Hal 
pert, M.D. (professor of clinical pathology), Ben H 
Nicholson, M.D., James B. Snow, M.D., and Henry B 
Strenge, M.D. 





ERRATUM 

The last issue of the Journal (April 748) er- 
roneously listed in the Annual Audit Report. 
(Exhibit ‘‘C’’—‘‘Operating Statement’’) an in- 
correct allocation of salary expenses. Salary— 
Associate Secretary, should have been listed as 
$3,350.00 instead of $5,620.00. The office salaries 
correctly total $6,326.98 instead of $4,056.98. 
Total expense figures remain unchanged—alloca- 
tion of expense charges were reported in error. 








SEVENTH CIRCUIT OPENS 
IN GYNECOLOGY COURSE 


More than 50 physicians have enrolled in the post 
graduate course in gynecology now in progress in th 
seventh cireuit—Anadarko, Elk City, Mangum, Altu: 
and Hobart. . 

Excellent attendance was reported in the sixth circuit 
which closed May 7. J. R. B. Branch, M.D., instructo1 
for the postgraduate course in gynecology, will continu 
to live in Lawton and commute to the various teaching 
centers. 

Postgraduate courses are held in Anadarko on Monday 
wtih Edward T. Cook, M.D., clinic chairman; Elk City 
Tuesday, E. 8S. Kirkpatrick, M.D., chairman; Mangum 
Wednesday, Dwight Pierson, M.D., chairman; Altus 
Thursday, James E. Ensey, M.D., chairman; and Hobart 
Friday, J. William Finch, M.D., chairman. 

Chairman of the Oklahoma State Medical Associatior 
committee on postgraduate education is Gregory E 
Stanbro, M.D., Oklahoma City. Dr. Stanbro conferre 
with the Commonwealth Fund in New York City i 
April concerning financial aid for courses during the 
next two years. It is hoped that a course in interna 
medicine can be offered next. 


ARTISTS’ ENTRIES DUE 


All entries must reach Chicago between May 1 an 
June 12 for the exhibit at the Chicago Exhibition 
(American Medical Association, June 21-25). Now is the 
time to obtain entry blanks, rules, shipping labels, ete., 
and for details, write airmail to Francis H. Redewill 
M.D., Secretary, American Physicians Art Association 
Flood Building, San Francisco, Calif. 
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SOUTHERN PEDIATRIC 
SEMINAR SLATED 


The 28th annual session of the Southern Pediatric 
Seminar will be held at Saluda, North Carolina, July 
5-17. Faculty includes J. M. Arena, M.D., Durham, North 
Carolina; Mylnor W. Beach, M.D., Charleston, South 
Car.; Lee Bivings, M.D., Atlanta, Ga.; Amost Christy, 
M.D., Nashville, Tenn.; Wilbert C. Davison, M.D., Dur- 
ham, North Car.; W. L. Funkhouser, M.D., Atlanta, Ga.; 
Luther Holloway, M.D., Jacksonville, Fla.; George D. 
Johnson, M.D., Spartanburg, South Car.; Hughes Ken- 
nedy, M.D., Birmingham, Ala.; Robert Lawson, M.D., 
Winston-Salem, N. Car.; Kenneth M. Lynch, Charleston, 
8. Car.; O. L. Miller, M.D., Charlotte, N. Car.; Oren 
Moore, M.D., Charlotte, N. Car.; Philips Mulherin, M.D., 
Augusta, Ga.; Angus McBryde, M.D., Durham, N. Car.; 
Ambrose MeGee, M.D., Richmond, Va.; Robert MeKay, 
M.D., Charlette, N. Car.; R. M. Pollitzer, M.D., Green- 
vill, S. Car.; Julian P. Price, M.D., Florence, 8. Car.; 
Warren Quillian, M.D., Coral Gables, Fla.; Samuel F. 
Ravenel, M.D., Greensboro, N. Car.; Frank H. Richard- 
son, M.D., Black Mountain, N. Car.; Hines Roberts, 
M.D., Atlanta, Ga.; Keitt H. Smith, M.D., Greenville, 


8. Car.; D. Lesesne Smith, Jr., M.D., Spartanburg, 8.’ 


Car.; J. LaBruce Ward, M.D., Asheville, N. Car.; 
William Weston, Jr. M.D., Columbia, 8. Car.; J. 
Warren White, M.D., Greenville, 8. Car.; George Wil- 
kinson, M.D., Greenville, S. Car.; and Owen H. Wilson, 
M.D., Nashville, Tenn. 





POSTGRADUATE COURSES TO BE 
GIVEN IN CHICAGO 


The Chicago Medical Society is offering physictans 
two postgraduate courses in September. A course in 
hematology and neurology will be given September 13-18 
and another in cardiovascular and respiratory diseases 
will be given September 20-25. Information can be 
obtained from the society’s office at 30 North Michigan 
Ave., Chicago 2, Il. 


PSYCHIATRIC MEETING TO BE 
IN WASHINGTON 


Psychiatric developments in the treatment of mental 
diseases—in the Veterans Administration, state imnsti- 
tutions, general hospitals, and in home, school and job 
adjustments in the community are included in the com- 
prehensive program planned for the 104th annual meet- 
ing of the American Psychiatrie Association, to be held 
Monday, May 17, through Thursday, May 20 at the 
Statler Hotel in Washington, D. C. 


DATES SET FOR ROCKY MOUNTAIN 
CANCER CONFERENCE 


Dates have been set for the second Rocky Mountain 
Cancer Conference to be held in Denver July 14 and 15. 
Speakers on the colon and rectum, urinary tract, gastro- 
intestinal, brain and nervous system, bone, lung, isotopes, 
esophagus, laboratory diagnosis and general practice 
have been assigned to the program. The conference is 
sponsored by the Colorado State Medical Society, Rocky 
Mountain Cancer Foundation, and Colorado division, 
American Cancer Society. There is no registration fee. 








CALENDAR — MAY, 1948 

SURGICAL PATHOLOGIC CONFERENCES—Eacl 
Tuesday 11:00 A.M. to 12:00 Noon, 

MEDICAL CONFERENCES—Each Wednesday 9:0 
A.M. to 10:00 A.M. 

CLINICAL PATHOLOGIC CONFERENCES—Eacl 
Thursday 11:00 A.M. to 12:00 Noon. 

TUMOR CLINICS AND CONFERENCES—First an 
Third Tuesday (May 4 and 18) 8:00 A.M. to 9:00 A.M 

UROLOGICAL PATHOLOGIC CONFERENCE—Sec 
ond Tuesday (May 11) 8:00 A.M. to 9:00 A.M. 

ORTHOPEDIC PATHOLOGICAL CONFERENCE— 
Last Tuesday (May 25) 8:00 A.M. to 9:00 A.M. 

MONTHLY STAFF MEETING —Second Frida) 
(May 14) Dinner, 6:15 P.M. 

RADIOLOGIC CONFERENCE — Fourth Monday 
(May 24) 6:45 P.M. to 7:30 P.M. 

Dr. Jess Miller (Med ’47), now interning at St 
Luke’s Hospital in Chicago, was a recent visitor to the 
Medical School. 


Dr. Grady Ryan (Med ’47) visited the Medical Schoo 
recently. Dr. Ryan is interning at the Jefferson Davis 
Hospital, Houston, Texas. 


Dr. Willard L. MeGraw (Med ’44) has been released 
from the Army. He served for two years, and was 
recently stationed at Craig Field, Selma, Ala. 


Dr. John A. Rollow, III, (Med °43) has completed a 
residency at Wesley Hospital, Oklahoma City, and is 
now living in Bentonville, Arkansas. 


Dr. Jack Paul Birge (Med ’31) is now practicing in 
Alice, Texas. 


Dr. R. P. Holt (Med ’3) is now with the Oklahoma 
City Clinic. 
Dr. V. F. Forester (Med °44) was a recent visitor 


to the Medical School. 


Dr. Wayne Hull (Med ’32) was visiting in Oklahoma 
City. He is now located at Omaha, Nebraska. 


Dr. Gibson Parrish and Pamela Parrish, both in the 
class of ’44, are now completing residencies in medicine 
at the Wesley Memorial Hospital in Chicago. 





VETERANS’ RECORDS AID RESEARCH 

Medical records of more than 100,000 ill and disabled 
World War II veterans will be used to aid researchers 
in their efforts to discover the causes and cures of 
little-known diseases and unusual injuries, Paul B. 
Magnuson, M.D., chief medical director of Veterans 
Administration, announced. Object of the program is to 
analyze the medical records of such veterans, and 
through study of the history of their ailments and of the 
medical treatment given, thus attempt to arrive at sound 
medical conelusions and recommendations for the care 
of others who might incur these same disabilities. 


MEETING SCHEDULED 
Annual conference of the American Physiotherapy 
Association will be held at the LaSalle Hotel, Chicago, 
May 23-28. 








ma 
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When 


‘Dexin’ 


Literature on request 





life is measured in days 


Not years, nor months, but days measure the life of a new-born infant. 
And during the first 30 days when infant mortality is at its highest, 
every effort must be made to minimize the hazards to life. At this crit- 
ical time, the right start on the right feeding can be of vital importance. 


‘Dexin’ has proved an excellent “first carbohydrate.” Because of its high 
dextrin content, it (1) resists fermentation by the usual intestinal or- 
ganisms; (2) tends to hold gas formation, distention and diarrhea to a 
minimum, and (3) promotes the formation of soft, flocculent, easily 
digested curds. . 


Readily prepared in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate is palatable but not too sweet. ‘Dexin’ does make a difference. 


HIGH DEXTRIN CARBOHYDRATE 


amposition—Dextrins 75% * Maltose 24% + Mineral Ash 0.25% + Moisture 
0.75% * Available carbohydrate 99% «+ 115 calories per ounce «+ 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds « 
Accepted by the Council on Foods and Nutrition, American Medical Association. 
“Dexin’ Reg. Trademark 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St. New York 17, N.Y. 
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Because DARICRAFT 


1. is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 

4. has an IMPROVED FLAVOR 

5. is HOMOGENIZED 

6. is STERILIZED 

7. is from INSPECTED HERDS 
is SPECIALLY PROCESSED 
is UNIFORM 
will WHIP QUICKLY 


PRESCRIBED BY MANY DOCTORS 
... You also may want to utilize Daricraft as 
a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 











BOOK REVIEWS 


GIFFORD’S TEXTBOOK OF OPHTHALMOLOGY. 
Fourth Edition, Francis H. Adler, M.D. 512 pages 
Philadelphia and London: W. B. Saunders Company 
1947. 

The purpose of this book is to be of value to th 
medical student and to the physician not specializing in 
ophthalmology and Dr. Adler has carried it out well. Hi 
has presented only that part of the subject which ever) 
physician will find of value, but has given sufficien 
references for a general review. 

The technics of refraction and operations have beer 
considerably condensed. An orientation in various sur 
gical procedures is given in a separate chapter. Th: 
chapter on refraction seems too condensed. He state 
that refraction under 12 years of age should be don 
with atropine as a cycloplegic. This would make quit 
an inconvenience to those in school. 

He sanely discussed cataract and I wish to quote: ‘‘ A 
cataract is an opacification of the lens or its capsule 
By this definition, almost everyone has cataracts in th 
sense that fine opacities are usually visible with the slit 
lamp in every adult lens. It is wise, therefore, especial], 
in speaking to patients, to restrict the use of the tern 
‘‘eataract’’ to opacities of the lens that materially 
interfere with vision. Even in the early stages of catar 
act, when vision is somewhat interfered with, it is prob 
ably wiser to tell the patient that he has lens opacities 
rather than use the term cataract. If he asks whether 
this means that he has cataracts, he can be told that 
many times such lens opacities do not progress but re 
main stationary and occasionally even absorb. On the 
other hand, if they do progress and cut down his vision 
further, then cataracts will develop. This is wise, for 
some patients go the rest of their lives with slight im 
pairment of vision due to early cataracts that never 
increase to the point of requiring an operation. 

‘*No form of local or general treatment is known ti 
have any effect whatsoever in stopping the progress of 
senile cataract, or in clearing lens opacities which have 
been formed. The only known treatment for cataract is 
operation. This is indicated whenever the reduction of 
vision, incorrectable with lenses, interferes with the pa 
tient’s normal activities. 

‘*It is no longer necessary to wait until the cataract 
becomes mature.’’ 

Special emphasis has been laid upon the relation of 
the eye to general medical and neurological conditions 

The book is beautifully written, well illustrated, and 
the format is good—James R. Reed, M.D. 


PSYCHIATRY FOR THE PEDIATRICIAN. Hale F 
Shirley, M.D. New York: The Commonwealth Fund, 
1948. 422 pages. Price $4.50. 

Increasing consciousness of the influence of mind over 
body and of environment over mind and body makes 
this practical discussion of child psychiatry doubly im 
portant. The author has designed the book for the 
pediatrician, the general practitioner, the intern, the 
nurse and the intelligent parent. He stresses the need of 
bare fundamentals and frankly states that for the sake 
of brevity he has omitted many details which would be 
of interest to the specialist striving after understandable 
simplicity; high sounding psychiatric language has been 
avoided. 

A glossary is appended to help the uninformed reader 
to. understand the necessary technical words. The follow- 
ing intriguing subjects are discussed: Basic Concepts 
in Child Guidance, Development and Habit Training, 
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Physical Factors and Problems, Intellectual Factors and 
Problems, Emotional Factors and Problems, Sexual 


GY. factors and Probiems, Environmental Factors and Prob- 
ages lems, Investigation of Behavior Problems, Treatment of 
any Behavior Problems, and Mental Health in a Changing 
World. 

the The clear, comprehensive discussions of the varied 
g in subjects and problems are supplemented with illumi- 
. He nating case reports. The pediatrician should know as a 
ver) mposite whole, the child committed to his care. But, 
‘len st of all, the mother should know the significance of 


vironment and the child’s reactions, mental, moral 


d physical. 





yee 
yee One cannot read any part of this interesting book 
Th thout acquiring a consciousness of the fact that the 
ate erall pattern must take into aecount all the hereditary 
lon d environmental factors. Obviously, this necessity 


ses intricate problems, often difficult of solution. The 
easing format, good paper and clean print are well * ° 
pported by a lucid, stimulating style, often enlivened with extra time and 


th striking, pertinent expressions and a fine sense of 


> 3 e ° 
sule mor. The book fills a erying need and deserves a attention for patients 


th« 
li de reading.—Lewis J. Moorman, M.D. 
slit 


ern 
ally REATMENT IN GENERAL PRACTICE. Harry Beck- 


ar man, M.D., Professor of Pharmacology, Marquette 
= University School of Medicine, Milwauhes, 8 WE BSTE R-CHICAGO 
ties. Cloth, 6th Edition, 1129 pages, W. B. Saunders Com 
ther pany, Philadelphia, 1948. £ J Tn . 
This book was first published in 1930 and the fact Mlemory 


that 
at this is the sixth edition attests its popularity. The 


uite 





re- 

the bject material is presented in the manner of the 

sion evious editions, i.e., each disease is first discussed Ww . R E R E Cc Oo R ) 3 R 
for iefly but adequately and then the various forms of 

im erapy are listed and thoroughly detailed. When there 

ver more than one form of treatment or when there is a Enjoy extra time to get more done... and 


ntroversy, all of the accepted or popular ideas are 
esented and then the author correlates these and gives 
s own views. rhe book is filled with numerous refer- Electronically Memorize important office 
ces to the various physicians who are largely respon- 
le for any particular method of therapy listed and 
detailed bibliography is adde« ie akes an ex : , : : 
letailed bibliography is added which makes an ex patients’ cards. This Webster-Chicago 


llent reference. 
The lessons learned in World War II are incorporated portable wire recorder plugs into an AC 


give your patients extra time when you 


or clinic calis. Transfer data later to 


» discussi i a! ‘ » lates rugs suc s . : 
the discussion and n 1 of the latest drugs suc h a outlet—ready to use. Recording wire may 
reptomycin and folic acid are included. Many of the 
bjeects, of necessity, have been completely rewritten 
bri ring is revisi for > six »diti z t x . . ° 

ringing thi: revision for the ixth « lition ip to date indefinitely. Complete with 
addition, the following entities are included for the 
st time: Balantidiasis, Coccidiosis, Colorado Tick microphone, 3 spools of wire. 


ver, Creeping Eruption, Geotrichosis, Listerellosis, 


effler’s Syndrome, Management of Penicillin Reac- WE BSTE R-CHICAGO 


ms, Melioidosis, Mite Infestation, Moniliasis, Newly 

fferentiated Anemias, Non-Meningococcal Meningi- MARERS GF WERSTER-CIECASO EECORD MAYERS 
: : 2 iP po " AND NYLON PHONOGRAPH NEEDLES 

les, North Queensland Tick Typhus, Pulmonary As- 

rgillosis, Reiter’s Syndrome, Rickettsiolpox, Throm 


be replayed thousands of times or kept 





WEBSTER-CHICAGO 
5610 Bloomingdale Avenue Dept. M-6 
Chicago 39, Illinois 


sis and Embolism. 

It is the reviewer’s opinion that if the physician has 
st one ‘‘treatment’’ book in his armamentarium—this 
ould be it—J. W. Morrison, M.D. 


\ppointment of Charles T. Dolezal, M.D., superin- obligation, of course. 


udent of City Hospital of Cleveland, as assistant 
rector and secretary of the Council on Professional 


Name 
Address. .... 
City Lae ee Tee State 


ractice of the American Hospital Association, has been 
inounced by George Bugbee, executive director. He 
ill fill the position left vacant with the resignation of 


lugo V. Hullerman, M.D. Lome emewewe em wewwmoeawwwe 
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! Gentlemen: Send the Free Booklet on the Webster- ! 
HOSPITAL OFFICIAL NAMED Chicago Electronic Memory Wire Recorder. No | 
! 

1 | 
! ' 
i ! 
! ! 
! ! 
| ' 





JOURNAL OF THE UKLAHOMA STATE MEDICAL ASSOCIATION 


May, 1948 


OBITUARIES 











E. J. Boling, M.D. 
1869-1948 
E. J. Boling, M.D., 79, died March 29 in an Enid 
hospital following a long illness. He had practiced in 
Billings, Okla., since 1915 and was a native of Illinois. 
He attended. school in Kansas City, Mo., and Chicago 
and was a graduate of Memphis medical college. Sur- 
vivors include his widow, one daughter and a nephew. 


R. P. Dickey, M.D. 
1873-1948 
R. P. Dickey, M.D., pioneer Bryan county physician, 
died in a Sherman, Texas, hospital after a three weeks’ 
illness. 
Surviving are his widow, two sons, two daughters, 
two sisters and one brother. 


Robert Hal Gingles, M.D. 
1906-1948 
Robert Hall Gingles, M.D., Chickasha, died March 21 
in Walter Reed Hospital, Washington, D. C. 
He had been seriously ill for seven months following 
the return of an injury he received while stationed at 


Selman Field, La. He is survived by his widow and 
son, one brother, and two sisters. 


J. R. Stiewig, M.D. 
1872-1948 

J. R. Stiewig, M.D., Kiowa, died the first of Mare 
following a paralytic stroke suffered several weeks be 
fore. He had practiced medicine in that section of Okla 
homa for 44 years. 

Dr. Stiewig is survived by three daughters, three son: 
three sisters, two brothers and three grandchildren. 


Reed Wolfe, M.D. 
1885-1948 

Reed Wolfe, M.D., Hugo, died in a Paris, Texas 
hospital following an illness of several weeks. A vetera 
of World War I, at the time of his death he was presi 
dent of the Choctaw County Medical Society, a positio 

he had held for the past two years. 
He is survived by his widow, one son, H. D. Wolfe 
M.D., who was engaged in the practice of medicine wit 

his father, a brother and two sisters. 





25 YEARS AGO 


(Editorial Notes—Personal and General) 
Dr. and Mrs. Carey W. Townsend, Oklahoma City, 
visited San Antonio in March. 


Dr. O. J. Colwick, Durant, has been appointed on the 
State Board of Medical Examiners. 


Dr. C. M. Maupin, Waurika, has been appointed sur- 
geon for the Wichita Falls and Oklahoma railroad. 


Dr. V. C. Tisdal, Elk City, laid aside his professional 
work long enough to be a boy again, when, in company 
with several friends he indulged in an old fashioned fox 
hunt near Coalgate. 


Kay County physicians held a meeting at Blackwell 


April 17. The out-of-town guest of honor and principa 
speaker of the occasion was Dr. L. J. Moorman, Okla 
homa City. A dinner was a part of the ‘‘ entertainment’ 
always finding the doctor thoroughly at home. 


National Hospital day, May 12, will be observe 
throughout Oklahoma, according to Dr. Fred 8S. Clinton 
State Chairman. He has announced the following com 
mittee to stimulate interest in the work: 

Dr. A. L. Blesh, Dr. John W. Riley and Dr. LeRo 
Long, Oklahoma City; Dr. Hugh Seott, Dr. Claud 
Thompson, Dr. H. T. Ballantine and Dr. Will Patto: 
Fite, Muskogee; Dr. McLain Rogers, Clinton; Dr. A 
S. Risser, Blackwell; Dr. Walter Hardy, “Ardmore; Dr 
T. M. Aderhold, El Reno; and Dr. Frank W. McGregor 
Mangum. 
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=| Experience is the Best Teacher 








Camillo Golgi (1844-1926) 


Mare ° . . 
“— es proved it in neurology 
Okla _— 
Golgi is best remembered today for his detailed investi- 
sons gations of the finer microscopic structures of the nervous 


n. Sa He on system. Golgi’s improved methods for staining nerve cells 
\ ‘ and fibres, as well as his own histologic 
experiences, assisted in the development 
of the clinical study of neurology. 
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r Experience is the best teacher in cigarettes, too! 


With millions of smokers who have tried and compared 
' ; different brands of cigarettes, Camels are the “choice of 
L experience.” Try Camels! See how your taste welcomes 
— the rich flavor of Camel’s choice, properly aged, expertly 
blended tobaccos. See if your throat doesn’t find Camel’s 

cool mildness mighty pleasing. 
Ra hetbteesenee 1 Yes! Let your own experience tell you why more people 

Winston-Salem, N. C. a are smoking Camels than ever before. 


According to a Nationwide survey: 


JMore Doctors Smoke CAMELS 


than any other cigarette 


Three leading independent research organizations in a nationwide survey asked 113,597 doctors 
what cigarette they smoked. The brand named most was Camel! 
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HAVE YOU HEARD 


Roy L. Fisher, M.D., and George A. Tallant, M.D., 
both of Frederick, have announced the creation of a 
partnership for ownership and operation of the Frederick 
Clinic Hospital. All the physicians of Frederick will 
office with Dr. Fisher and Dr, Tallant. By minor re- 
modeling, the two owners of the Frederick Hospital said, 
a 28 bed capacity can be breated. Latest type tquipment 
and facilities will be available. 











P. I!. Anderson, M.D., Anadarko physician for more 
than 30 years has retired from his practice and from 
his positition as acting Caddo county health director. 
Dr. and Mrs. Anderson will make their home at Forsyth, 
Mo. 


Ray Lindsay, M.D., Don Wilson, M.D., J. A. Graham, 
M.D., and J. N. Byrd, M.D., all of Pauls Valley, have 
recently purchased and taken possesion of the former 
Holman Hospital and Clinie in Pauls Valley. Earl Holl- 
man, M.D., former owner, is building a new 35 bed 
hospital in Oklahoma City. 


D. B. Collins, M.D., Waurika, will leave soon for 
Lawton where he and Mrs. Collins will make their home. 
II, B. Collins, M.D., Dr. Collins’ son, and his family 


also live in Lawton. 


Stanley Childers, M.D., is now a member of the staff 
of the Veterans Hospital, Muskogee. Dr. Childers is the 
son of J. E. Childers, M.D., Tipton. 

B. Wright Shelton, M.D. and Glenn W. Cosby, M.D., 
have recently opened a new clinic at Miami. 

Mark Holcomb, M.D., Enid, has been promoted from 
major to lieutenant colonel in the medical reserve. 

R. G. Obermiller, M.D., Enid, has recently moved into 
his new clinic building in Enid. Many pieces of new 
equipment have been installed and the building includes 
treatment rooms, consultation rooms, laboratory, ‘‘ baby’’ 
room, emergency and X-ray rooms, 

O. H. Cowart, M.D., Bristow, is another member of 
the O.S.M.A. who has recently constructed a new modern 
clinic in his city. The new clinie will handle rectal and 
surgical cases while the regular practice patients will 
continue to call at the present office in the Cowart-Sisler 


hospital. 


O. E. Templin, M.D., has reopened his office in Alva. 
He was named director of a five-county health unit with 
headquarters in Tahlequah last fall but ill health foreed 
him to resign that position and return to Alva. 


McLain Rogers, M.D., Clinton, was re-elected mayor 
of his city when the Clinton city election was held in 
April. 

C. W. Ohl, M.D., and Rene Gerard, M.D., Chicakasha, 
have recently purchased the Cottage hospital and 
changed the name to the Women’s and Children’s Hos- 
pital. L, E. Emanuel, M.D., Chickasha, was formerly the 
owner of the Cottage Hospital. Dr. Ohl has been prac 
ticing in Chickasha since 1938 and served in the armed 
forces six years. Dr. Gerard is the son of Dr. G. R. 
Gerard, Chickasha, and is‘a graduate of the University 
of Oklahoma School of Medicine. Both are specialists 
in obstetrics and gynecology. 
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RESOLUTION 


WHEREAS, Dr. D. W. Darwin has announced 
his intention to retire from the practice of medi- 
cine in Woodward, Oklahoma, and move to Denver, 
Colorado, and 

WHEREAS, Dr. Darwin has, for the past eigh- 
teen years, been a respected citizen and leader in 
the medical profession in Woodward and in the 
State of Oklahoma and has been an active and 
valued member of the Northwestern Medical So- 
ciety, having served as its President, and, 

WHEREAS, it is with great regret that the 
announcement of his remoyal from the community 
is received and the Northwestern Medical Society 
desires to express its appreciation for his pro- 
gressive, sterling character and professional stand- 
ing in the community. 

NOW, THEREFORE, BE IT RESOLVED by 
the Northwestern Medical Society, in regular ses- 
sion assembled on this 11th day of March, 1948, 
that it greatly regrets the leaving of Dr. Darwin 
from Woodward, Oklahoma. 

BE IT FURTHER RESOLVED by said Society 
that it hereby expresses its deep appreciation for 
the efforts of Dr. Darwin in promoting the medical 
profession during his stay in Woodward, Okla- 
homa. 

BE IT FURTHER RESOLVED that the Sec- 
retary spread the Resolution upon the records and 
furnish one copy to Dr. D. W. Darwin and that a 
copy thereof be sent to the State Medical As- 
sociation. 


Approved: April 8, 1948, 











MEDICAL SOCIETIES 
AROUND THE STATE 


Garfield County 

Arthur A. Hellbaum, M.D., associate dean of th 
Oklahoma university school of medicine, spoke on ‘* Pr: 
tein Metabolism and Fluid Balance’’ at a meeting « 
the Garfield County Medical Society. The Garfield Count 
Society has also set up a disaster committee which has 
procured and provided two emergency boxes filled wit 
penicillin, bandages, splints, plaster of paris and othe 
medical needs. Ready to go on a second’s notice, tl 
boxes cost approximately $200 apiece. 

Comanche County 

Committees to offer publie services will be appointe 
soon by the Comanche County Medical Society followin 
a recent meeting when the expanded program was out 
lined for the society. Fourteen members attended tl 
March meeting. 

Muskogee-Sequoyah-Wagoner 

The Muskogee-Sequoyah-Wagoner Medical Society i 
sponsoring its second annual essay contest with $30 i 
prizes to be offered. Subject of the contest essay i 
‘‘Why the private practice of medicine furnishes thi 
county with the finest medical care.’’ All junior an 
senior highschool students are eligible to enter. 

Grady County 

Floyd Keller, M.D., Oklahoma City, was guest speake 
at the March meeting of the Grady County Medica 
Society. 
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Tulsa County McIntosh County 
A scientific meeting of the Tulsa County Medical J. Howard Baker, Jr., M.D., was installed as presi 
Society was held March 22 when a symposium, ‘‘ Tumors dent of the McIntosh County Medical Association at a 
of the Gastro-Intestinal Tract,’’ was presented. Speak- recent meeting. Raymond w. Stoner, M.D., is vice-presi 
ers were Benjamin W. Ward, M.D., Simon Pollack, dent and W. A. Tolleson, M.D., is treasurer. 
M.D., and J. D. Shipp, M.D. con asians 





Charter Fellow Honorable Mention “Modern Hospital” 
American Hospital Administrators Competition for Plans of Small 
Life Member Hospitals 


American Hospital Association 
PAUL H. FESLER 


Hospital Consulant 


SURVEYS — PLANNING — ORGANIZATION 
MANAGEMENT — EQUIPMENT 


Thirty-four years experience in administration and planning all types of hospitals includ- 
ing University of Oklahoma, Oklahoma City; University of Minnesota, Minneopolis; Wesley 
Memorial Hospital, Chicago. 


Address: University of Oklahoma Hospitals, 800 N. E. 13th, Oklahoma City, Oklahoma 














Announcing: - - - 


The Second Rocky Mountain Cancer Conference 
July 14, 15, 1948, Denver 


An outstanding educational program on cancer, the problem of today, 
under the joint sponsorship of: Colorado State Medical Society, 
Rocky Mountain Cancer Foundation and Colcrado 
Division, American Cancer Society. 


TEN DISTINGUISHED GUEST SPEAKERS 


ARCHER C. SUDAN, M.D., First Medalist, JOHN W. BUDD, M.D., Pathologist, Los 
A.M.A. General Practitioner Award. Angeles Tumor Clinic 

HERMAN L. KRETSCHMER, M_D., Clinical FRED W. RANKIN, M_D., Clinical Professor 
Professor Genito-urinary Surgery, Rush of Surgery. Louisville. 


Medical. 
s MORRIS K. BARRETT, M.D., National 
ALTON OCHSNER, M.D., Professor and Cancer Institute. Bethesda. 


Director of Surgery, Tulane. 

JOHN H. LAWRENCE. MD. Chairman, C. HOWARD HATCHER, M.D., Associate 
Division of Medical Physics, University of Professor of Orthopedic Surgery, Univer- 
California sity of Chicago 

ALFRED W. ADSON. M.D., Senior Surgeon, RICHARD H. SWEET, wm.D., Instructor in 
Mayo Clinic. Surgery. Harvard Medical School. 


ROUND-TABLE DISCUSSION RECREATIONAL FACILITIES NON-SCIENTIFIC BANQUET 
Hotel reservations are now available Write Cancer Conference, 519 17th St. Denver 
NO REGISTRATION FEE 
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New and Nonyffpcial Remediss + 1947 » hates: “NITROFURAZONE.—Furacin... 
possessing bacteriostatic and bactericidal properties . . . effective in vitro and in vivo against a variety of 
gram negative and gram positive bacteria . . . is useful for topical application in the prophylaxis and treatment 
of superficial mixed infections common to contaminated wounds, burns, ulceration and certain diseases of the 
skin . . . Variant bacterial strains showing induced resistance to sulfathiazole, penicillin.or streptomycin are 
as susceptible to nitrofurazone as their parent strains . . .” Furacin N.N.R. is available in the form of 
Furacin Soluble Dressing containing 0.2 per cent Furacin. This preparation is indicated for topical application 
in the prophylaxis and treatment of infections of wounds, second and third degree burns, cutaneous ulcers, 
pyodermas and skin grafts. Literature on request. ATOM LABORATORIES, INC., NORWICH, NH. Y.,— TORONTO, CANADA 





